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INTRODUCTION 

The  Federal  Government  has  long  held  an  active  interest  in  pro- 
moting and  providing  for  the  general  well-being  of  its  employees 
while  at  the  same  time  maintaining  an  active  vigorous  work  force. 
In  order  to  promote  and  maintain  Federal  employees  physical  and 
mental  fitness,  the  Congress  enacted  legislation  authorizing  the  heads 
of  Federal  departments,  agencies,  and  corporations  to  establish  em- 
ployee health  service  programs;  when  enacted  more  than  three  decades 
ago,  increased  employee  efficiency,  decreased  sick  leave,  disability, 
and  improved  employee  health  and  morale  were  among  the  benefits 
anticipated.  It  was  believed  that  ''practical,  measurable  gains"  would 
be  achieved  under  this  program. 

The  oversight  hearings  on  the  Government's  preventive  health 
program  conducted  throughout  the  month  of  August  1976  came 
about  after  an  intensive  investigation  into  the  program  by  this 
subcommittee.  The  investigation  was  prompted  by  complaints  of 
inequities  within  the  program  whereby  not  all  Federal  employees  had 
access  to  or  were  eligible  for  the  same  services.  Additional  impetus 
was  added  by  the  fact  that  since  its  inception  in  1946  there  has  been 
no  comprehensive  review  of  the  program,  its  costs,  and  its  benefits. 

As  enacted,  the  legislation  authorized,  but  did  not  require,  the 
establishment  of  employee  health  services.  Although  agency  head- 
quarters have  issued  health  program  guidelines,  the  agency  head  was 
usually  delegated  responsibility  for  program  development  and  opera- 
tions to  lower  level  headquarters  and  local  officials.  Consequently,  an 
employee  can  receive  either  a  complete  physical  examination,  a  limited 
number  of  screening  tests,  or  no  preventive  health  services  at  all.  For 
example,  according  to  a  GAO  report  issued  on  June  14,  1976,  the 
Social  Security  Administration  at  its  Baltimore  headquarters  offers  a 
yearly  examination  to  employees  over  the  age  of  50 ;  employees  between 
the  ages  of  40  and  50  are  eligible  for  an  examination  every  2  years; 
and  those  under  40,  every  3  years.  By  contrast,  all  1,498  employees 
located  in  46  Los  Angeles  County  Social  Security  offices  were  offered 
no  preventive  health  services.  The  fact  that  inequalities  exist — pro- 
viding non-job-related  preventive  health  services  to  some  Federal 
employees  but  not  to  others  of  equal  age  and  grade — is  undisputed 
and  even  defended  in  testimony  before  this  subcommittee,  by  the 
Office  of  Management  and  Budget  and  by  the  Civil  Service  Com- 
mission. This  point  of  view  is  unacceptable  and  will  not  be  tolerated. 
The  subcommittee  strongly  believes  that  equal  treatment  of  Federal 
employees  of  equal  grade  and  age  should  be  a  prime  concern  of  the 
Federal  Government.  The  subcommittee  has  written  a  legacy  dedi- 
cated to  this  principle  punctuated  by  its  record  number  of  hearings, 
meetings,  and  public  laws  designed  to  improve  the  well-being  of  all 
employees. 

Bringing  the  costs  of  this  program  into  focus,  the  Subcommittee 
is  distressed  to  report  that  this  very  important  consideration  has 
received  no  more  attention  and  scrutiny  than  the  equal  treatment  of 
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empl  Thus  far  Subcommittee  research  has 

',! .  The  disci etionary 

•  v  decide-  within  the  realm  of  available 
appr             ns  which  services  to  offer  employees,  the  criteria  for  pro- 

•  delivery  sy  tern  used  to  o  if  has 
expanded  to  an  unsupervised  Federal  program  costing  the  Go 
men!  millions  <>f  dollars  each  year.  The  funding  of  this  program  is 
hidden  in  the  agency's  budget  under  various  headings  never  ■  line 
item  in  it-  budget  request,  thus  avoiding  control  of  cost  as  '-.died  for 
in  the  House  and  ompanying  the  bill.  For  example, 
the  Veterans'  Administration  include-  health  program  □  the 

line  item  of  its  cost    reports  but   doe-;  not   separately 
identify  them.  Consequently,  there  i-  no  information  showing  am- 
ative health  progran  of  Jury  l!>7o.  there  were 
tm-wide  statistics  on  the-  total  number  of  health  units. 
There  can  he  little  hope  of  ascertaining  the  costs  of  the  program  when 
the  total  number  of  preventive  health  units  are  an  unknown  variable. 
The     benefits?     It     was    Theodore     Roosevelt     who    inadvertently 
kindled  the  spark  that  resulted  in  the  activation  of  the  health  exami- 
n  concept  in  this  country.  President  Roosevelt  appointed  a  com- 
mittee of  100  men  to  study  "The  National  Vitality."  Since  the  Presi- 
dent's  concern   Was   the   impact   of  health   care   and   disease  on   the 
economy,  he  appointed  Irving  Fisher,  professor  of  political  economics 
at   Yale  University,  to  be  chairman  of  this  committee.  In  1909  Pro- 
fessor  Fisher  delivered  the  report  of  his  committee  to  Congress.  He 
contended  that  early  detection  of  disease,  when  treatment  would  be 
most  effective,  would  significantly  lessen  the  economic  loss  from  ab- 
senteeism. He  made  two  primary  recommendations:  that  Congress 
authorize   the   establishment   of  a   National  Bureau   of   Health   and 
that  a  primary  function  of  the  Bureau  be  to  urge  the  general  population 
to  seek  health  examinations  at  regular  intervals. 

The  scope  of  health  examinations  has  increased  considerably  from 
the  physical  examination  and  urinalysis  advocated  by  Profe 
Fisher.  Even  though  the  diseases  to  whi'h  the  human  body  i-  sus- 
ceptible have  not  changed,  their  relative  importance  have.  During 
the  first  two  decades  of  this  century.  75  percent  of  all  deaths  were 
the  result  of  infectious  disease.  Then  man  was  destroyed  by  agents 
outside  the  human  body  that  entered  via  the  mouth,  nose,  and 
throat.  Today  man  is  destroyed  from  within  by  a  breakdown  of  the 
organs.  Consequently,  the  -cope  of  our  health  examinations 
I  ecome  much  more  sophisticated,  and  the  major  emphasis  is  now 
upon  detection  of  degenerative  ailments. 

Implicit  in  this  concept  is  the  belief  that  physicians  have  the  capac- 
ity to  detect  any  of  a   variety  of  potentially   ''health  threatening" 
abnormalities  in  well  individuals.  Tin-  also  presupposes  that  if  an 
nuility  is  detected  before  the  symptoms  of  a  specific  disorder 
i  •  doctor  fan  initiate  treatment  i  hat  will  ward  oil'  impending 
-',  disability,  or  death. 
When  the  legislation  authorizing  preventive  health  services 
enacted,  both  I  Louses  of  ( Congress  expected  ben<  fit-  for  both  employer 
and  employees.  The  rationale  being:  Qln  >f  the  chief  causes 

of  turnover  and  absenteeism,  even  when  it  does  not  i  i  turnover 

or  ab  illness  is  often  a  di 


productivity;  therefore,  if  illness  can  be  prevented  benefits  will  accrue 
to  both  parties  involved.  The  logic  was  accurate  as  implicitly  indi- 
cated earlier  in  this  passage;  that  is,  at  the  time — more  than  30  years 
ago — man  was  destroyed  by  agents  outside  the  human  bod}'  that 
entered  via  the  mouth,  nose,  and  throat;  preventive  health  pnu 
lent  themselves  exceptionally  well  to  the  detection  and  early  cure  of 
these  types  of  diseases!  However,  the  value  of  early  detection  of  diseases 
that  destroy  by  breaking  down  internal  organs  is  increasingly  being 
questioned  by  a  significant  minority  of  physicians  in  contemporary 
medical  circles. 

For  example,  Dr.  Russell  Roth,  a  longtime  Erie,  Pa.,  urologist  and 
former  president  of  the  American  Medical  Association,  has  stated  that 
even  the  most  elaborate  checkups  do  not  detect  early  and  treatable 
diseases  with  any  regularity.  Even  if  diseases  could  be  detected  in 
checkups  "patients  are  probably  better  ofl  not  knowing  they  are  going 
to  die  of  Huntington's  chorea  or  multiple  sclerosis  15  or  20  years  from 
now"  said  Dr.  William  Keith  Morgan  of  West  Virginia  University's 
School  of  Medicine  in  testimony  before  this  subcommittee.  By  con- 
trast the  Kaiser-Permanente  medical  care  program  has  been  conduct- 
ing a  long  term  controlled  study  of  the  value  of  multiphasic  health 
checkups  on  adults  and  has  found  periodic  health  checkups  to  be 
associated  with  significantly  lower  death  rates  from  potentially  post- 
ponable  causes  for  adults  aged  35  to  54,  and  to  be  cost-effective  for 
middle-aged  men  as  measured  by  decreased  disability  and  increased 
earning  capacitv.  The  subcommittee  has  also  noted  the  "Forward 
Plan  for  Healtr/l978-82",  a  study  done  by  the  Department  of  Health, 
Education,  and  Welfare  which  concludes  that  the  best  hope  of  achiev- 
ing any  significant  extention  of  life  expectancy  lies  in  the  area  of 
disease  prevention.  However,  it  is  indeed  recognized  by  the  subcom- 
mittee that  the  present  health  system  is  geared  primarily  to  handle 
the  effects  of  disease  rather  than  to  attack  disease  by  preventive 
measures. 

In  conclusion,  let  us  summarize  the  task  undertaken  by  this  sub- 
committee in  reviewing  the  Federal  Government's  preventive  health 
program.  We  have  endeavored  to  study  the  scope  of  the  program,  its 
costs,  its  benefits.  These  three  areas  were  briefly  touched  upon  in  this 
introduction;  they  will  be  dealt  with  in  more  detail  in  the  body  of  this 
report  as  will  the  legislative  history  of  the  program;  the  findings  and 
recommendations  for  future  program  development  are  set  forth  at  the 
end  of  this  report.  Finally,  it  is  our  sincere  hope  that  the  reader  will 
take  the  time  and  put  forth  the  effort  required  to  carefully  study  and 
digest  the  contents  of  this  report  and  not  proceed  directly  from  here  to 
the  findings  and  recommendations  as  so  often  happens  with  committee 
prints  of  this  type  for  this  report  has  bearing  not  only  on  a  program 
long  lost  in  the  bureaucratic  bog  but  also  on  two  subjects  that  are 
very  close  to  us  all:  our  health  and  our  economic  well-being. 

Richard  C.  White, 

Chairman. 


LEGISLATIVE  BISTORT? 

To  promote  and  maintain  Federal  employee  physical  and  mental 
fitness,  the  Congress  enacted  Public  Law  79  658  (5  USC  7901), 
approved  on  August  8,  1946,  which  authorizes,  but  does  not  require, 
the  heads  of  Federal  departments,  agencies,  and  corporations  to  es- 
tablish employee  health  service  programs. 

[Public  Law  79-658  follows:] 

[Public  L\w  658 — 79th  Congress] 

[Chapter  865 — 2d  Session] 

[U.K.  27101 

AN  ACT 

To  provide  for  health  programs  for  Government  employees. 

Be  it  enacted  by  the  Senate  and  House  of  Representatives  of  the  United  States  of 
America  in  Congress  assembled,  That,  for  the  purpose  of  promoting  and  maintain- 
ing tin-  physical  and  mental  fitness  of  employees  of  the  Federal  Government,  the 
of  departments  and  agencies,  including  Government-owned  and  controlled 
corporations  are  authorized,  within  the  limits  of  appropriations  made  available 
therefor,  to  establish  by  contract  or  otherwise,  health  service  programs  which 
will  provide  health  servires  for  employees  under  their  respective  jurisdictions: 
Provided,  That  such  health  service  programs  shall  be  established  only  after  con- 
sultation with  the  Public  Health  Service  and  consideration  of  its  recommenda- 
tions, and  only  in  localities  where  there  arc  a  sufficient  number  of  Federal  employees 
to  warrant  the  provision  of  such  services,  and  shall  be  limited  to  (1)  treatments 
of  on-the-job  illness  and  dental  conditions  requiring  emergency  attention;  (2) 
preemployment  and  other  examinations;  (3)  referral  of  employees  to  private 
physicians  and  dentists;  and  (4)  preventive  programs  relating  to  health:  Provided 
further,  That  the  health  program  now  being  conducted  by  the  Tennessee  Valley 
Authority  and  by  the  Panama  Canal  and  Panama  Railroad  Company  shall  not 
be  affected  by  the  provisions  of  this  Act:  And  provided  further,  That  such  health, 
programs  as  are  now  being  conducted  for  other  Federal  employees  may  be  con- 
tinued until  June  30,  1947.  The  Public  Health  Service,  when  requested  to  do  so 
shall  review  the  health  service  programs  being  conducted  by  any  department  or 
agency  under  authority  of  this  Act  and  shall  submit  appropriate  comment  and 
recommenations.  Wherever  the  professional  services  of  physicians  are  authorized 
to  be  utilized  under  this  Act,  the  definition  of  "physician"  contained  in  the  Act 
of  September  7,  1916,  as  amended  (U.S.C.,  1940  edition,  title  5,  sec.  790),  shall  be 
applicable. 

Approved  August  8,  1946. 

In  the  hearings  conducted  by  the  subcommittees  of  both  the  House 
and  Senate  Committees  on  Civil  Service,  testimony  was  presented  by 
the  heads  of  various  Federal  agencies,  by  the  representatives  of  a 
number  of  business  concerns  which  operated  comprehensive  industrial 
health  programs,  by  representatives  of  the  major  government  unions, 
and  by  representatives  of  the  American  Legion  and  the  American 
Medical  Association.  All  witnesses  testified  in  support  of  the  legislation. 
At  this  time  increased  employee  efficiency,  decreased  sick  leave  and 
disability,  and  improved  employee  health  and  morale  were  among  the 
benefits  anticipated.  Testimony  indicated  that  practical,  measurable 
gains  would   be  achieved  under  the  program.  In  testimony  on  the 
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proposed  legislation  Arthur  S.  Fleming,  Commissioner,  U.S.  Civil 
Service  Commission,  stated  that  adequate  health  and  medical  pro- 
grams in  the  various  departments  and  agencies  of  the  Government 
would  help  to  cut  down  turnover  and  also  make  it  possible  for  the 
Government  to  be  carried  on  in  some  instances  with  fewer  people.  In 
further  testimony  Mr.  Fleming  noted  that  in  1942,  employees  were 
charged  with  an  average  of  7  days'  sick  leave  per  person  per  year.  If 
the  average  of  7  days  per  employee  was  reduced  to  6,  with  2,900,000 
persons  then  on  the  Federal  payroll,  there  would  be  a  savings  of  over 
5,500,000  man-days  per  year,  or  the  equivalent  of  about  20,000  full 
time  workers.  Mr.  Fleming's  statements  were  representative  of  the 
testimony  presented  during  the  course  of  the  hearings  and  was  re- 
stated in  both  committee  reports  accompanying  the  legislation  as 
strong  rationale  for  adoption.  Before  progressing,  one  small  note: 
the  fact  that  employees  still  average  7  sick  days  per  year  will  be 
addressed  in  detail  later  on. 

As  enacted  the  law  limits  preventive  health  programs  to:  (1)  treat- 
ment of  on-the-job  illness  and  dental  conditions  requiring  emergency 
attention,  (2)  preemployment  and  other  examinations,  (3)  referral 
to  private  physicians  and  dentists,  and  (4)  preventive  programs 
relating  to  health. 

The  law  also  provides  that  programs  be  established  only  after 
consultation  with  the  Public  Health  Service  and  only  in  locations  with 
enough  employees.  On  request  the  Public  Health  Service  is  to  review 
programs  conducted  under  this  law.  However,  the  law  does  not  require 
agencies — which  include  departments,  installations,  and  Government 
corporations — to  adopt  its  recommendations. 

On  June  18,  1965,  the  Office  of  Management  and  Budget  issued 
circular  A-72  entitled  ' 'Federal  Employees  Occupational  Health 
Service  Programs." 

[A  reproduction  of  circular  No.  A-72  follows:] 
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EXECUTIVE  OFFICE  OF   THE   PRESIDENT 
BUREAU  OF   THE   BUDGET 

WASHINGTON    DC.     20503 

rune  18,  19o5  CIRCULAR  NO.  A -72 


TO  TEE   HEADS  OF  EXECUTIVE  DEPART      JirD  BSTABU 

SUBJECT:  Federal  Employees  Occupational  Health  Service  Programs 


1.  Purpose.  Departments  and  agencies  are  authorized  by  the  Act  of 
August  b,   19M),  as  amended  (s  U.S.C.  150),  to  provide  health  service 
programs  in  order  to  promote  and  maintain  the  physical  and  mental 
fitness  of  employees  under  their  respective  Jurisdictions.   Depart- 
ments and  agencies  have  provided  such  health  service  programs  subject 
to  the  "Policy  Statement  Covering  the  Establishment  and  Operation  of 
Federal  Employees  Health  Programs"  approved  by  the  President  on 
January  9,  1950. 

Feieral  employees  who  sustain  personal  injuries  or  disease  while  in 
the  performance  of  duty  are  provided  medical  and  other  services,  appli- 
ances, supplies,  and  vocational  rehabilitation  in  permanent  disability 
cases,  under  regulations  of  the  Secretary  of  Labor.  Departments  and 
agencies  undertake  programs  to  eliminate  health  risks  under  the  Federal 
Employees'  Compensation  Act,  as  amended  (5  U.S.C.  75l). 

This  Circular  replaces  the  1950  Policy  Statement.  It  establishes  cri- 
teria to  be  followed  by  the  heads  of  executive  branch  departments  and 
agencies  in  providing  programs  of  health  services  under  the  19^6  Act, 
and  in  relating  them  to  programs  established  to  provide  medical  and 
other  services  and  to  eliminate  health  risks  under  the  Federal 
Employees1  Compensation  Act. 

2.  Policy.  The  health  fitness  of  Federal  employees  for  efficient  per- 
formance of  their  assigned  work  is  an  important  element  in  a  progres- 
sive personnel  management  system  and  in  effective  administration  of 
Federal  programs.  The  head  of  each  department  and  agency,  therefore, 
will  review  existing  programs  and  is  authorized  and  encouraged  to 
establish  an  occupational  health  program  to  deal  constructively  with 
the  health  of  the  employees  of  his  department  or  agency  in  relation 

to  their  work. 

Such  programs  will  ultimately  provide  employee  health  services  of  the 
scope  specified  in  this  Circular  for  all  employees  who  work  in  groups 
of  300  or  more,  counting  employees  of  all  departments  or  agencies  who 
are  scheduled  to  be  on  duty  at  one  time  in  the  same  locality. 
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Such  programs  may  also  provide  one  or  more  of  the  health  services  of 
the  scope  specified  in  this  Circular  for  employees  who  work  in  groups 
of  less  than  300  where  the  employing  department  or  agency  determines 
that  working  conditions  involving  unusual  health  risks  warrant  such 
provision. 

In  localities  with  significant  concentration  of  Federal  activities  and 
employees,  health  services  may  be  supplied  as  a  "central  supporting 
service"  when  appropriate  under  the  policies  and  procedures  prescribed 
in  Budget  Circular  A-68  dated  August  28,  1964. 

Treatment  and  medical  care  in  perfcrrriar.c^-of-duty  cases  will  continue 
to  be  provided  to  employees  as  provided  in  the  Federal  Employees' 
Compensation  Act. 

3.  Establishment  and  operation  of  programs.  Each  department  and 
agency  head,  after  consulting  with  the  Public  Health  Service  as  to 
occupational  medical  standards  and  methods,  and  consistent  with  Depart- 
ment of  Labor  standards  and  methods  for  providing  medical  services  in 
performance -of -duty  injury  cases  and  for  appraising  health  risks  as 
authorized  under  the  Federal  Employees '  Compensation  Act,  is  authorized 
to  establish,  within  the  limits  of  available  appropriations,  an  occupa- 
tional health  program  with  health  services  to  be  provided  as  ha  deems 
necessary; 

a.  By  utilizing  professional  staff  or  facilities  existing  in  his 
department  or  agency  at  locations  where  adequate;  or, 

b.  Where  an  agency's  staff  or  facilities  are  not  adequate,  by 
entering  into  an  appropriate  agreement  with  another  Federal  department 
or  agency  at  locations  where  that  department  or  agency  has  available 
adequate  professional  staff  or  facilities;  cr, 

c.  Where  neither  the  agency  ncr  another  Federal  department  or 
agency  has  adequate  staff  or  facilities  available,  by  establishing  the 
department's  or  agency's  own  professional  staff  or  facilities  or  by 
entering  into  an  appropriate  agreement  with  qualified  private  or  public 
sources  for  professional  services,  including  consulting  services,  or 
facilities. 

The  General  Services  Administration,  the  Post  Office  Department,  or 
any  other  agency  that  provides  and  maintains  Federal  space  occupied 
with  other  agencies  where  adequate  health  facilities  are  not  provided 
by  a  tenant  agency  are  authorized  to  provide  occupational  health  serv- 
ices under  this  Circular  for  the  employees  of  all  such  agencies  working 
in  groups  of  over  300  in  the  same  locality,  as  provided  for  "central 
supporting  services"  under  the  policies  and  procedures  of  Budget 
Circular  A-68  dated  August  28,  1964. 
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or  agencies  cone        intly  determine  that 
•  necessary  due  to  wort       litions 
.-.an  300  employees  in  the  1 
cannot  be  Really  supplied  from  cuali- 

•  or  public  m  Dtractj  they  will  be  provide! 

IDS  of  a  heal  in  :  ;.erated  in  federal  S] 

I.     Scote  -f        pal  health  s<      .  Federal  employee  health 

:es  are  authorized  to  be  provided  yees,  consistent 

.  :  i."  paragraph  3,  and  will  be  limited  to  the 
occupational  heeltn  services  defined  below. 

extent  of  there  services  to  be  provided  at  each  work  location  will 
be  determined  by  the  head  cf  the  department  or  agency  according  to  the 
-  'king  conditions  and  number  of  employees  at  that  work  location: 

a.  Emergency  diagnosis  and  first  treatment  of  injury  or  illness 
that  become  necessary  during  working  hours  and  that  are  within  the 
competence  of  the  professional  staff  and  facilities  of  the  health 
service  unit,  whether  or  not  such  injury  was  sustained  by  the  employee 
while  in  the  performance  of  duty  or  whether  or  not  such  illness  was 
caused  by  his  employment.   In  cases  where  the  necessary  first  treat- 

t  is  outside  the  competence  of  the  health  service  staff  and  facil- 
ities, conveyance  of  the  employee  to  a  nearby  physician  or  suitable 
community  medical  facility  may  be  provided  at  the  request  of,  or  on 
behalf  of,  the  employee. 

b.  Pre-employment  examinations  of  persons  selected  for  appointment, 

c.  Such  in-service  examinations  of  employees  as  the  department  or 
agency  head  determines  to  be  necessary  (in  addition  to  fitness -for-duty 
examinations  which  are  performed  under  existing  authority). 

d.  Administration,  in  the  discretion  of  the  responsible  health 
service  unit  physician,  of  treatments  and  medications  (l)  furnished 
by  the  employee  and  prescribed  in  writing  by  his  personal  physician 

as  reasonably  necessary  to  maintain  the  employee  at  work,  and  (2)  pre- 
scribed by  a  physician  providing  medical  care  in  performance-of-duty 
injury  or  Illness  cases  under  the  Federal  Employees'  Compensation  Act. 

e.  Preventive  services  within  the  competence  of  the  professional 
staff  (l)  to  appraise  and  report  work  environment  health  hazards  to 
departmental  management  as  an  aid  in  preventing  and  controlling  health 
risks;  (2)  to  provide  health  education  to  encourage  employees  to  main- 
tain personal  health;  and  (3)  to  provide  specific  disease  screening 
examinations  and  immunizations,  as  the  department  or  agency  head 
determines  to  be  necessary. 
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f.  In  addition  to  the  above,  employees  may  be  referred,  upon 
their  request,  to  private  physicians,  dentists,  and  other  community 
health  resources. 

5.  Health  service  pergonal,  facilities,  g~d  sp-ace.  Health  services 
of  the  scope  defined  ic  paragraph  k   will  be  provided,  under  the  direc- 
tion of  a  licensed  physician,  and  nursing  services  will  be  provided 
by  registered  professional  nurses.  To  the  maximum  extent  feasible 
such  physicians  and  nurses  will  be  qualified  in  occupational  medicine 
and  nursing.  The  number  cf  health  service  personnel  and  the  types  and 
extent  of  facilities  provided  at  each  work  location  where  health  serv- 
ices are  furnished  will  be  determined  by  the  bead  of  the  department  or 
agency  accordir.g  to  the  working  conditions  and  the  number  of  employees 
at  that  work  location. 

Diagnostic  and  laboratory  equipment,  other  than  hand  instruments,  of 
such  cost  and  requiring  such  technical  ataff  maintenance  as  an  EKG, 
a  fluoroscope,  a  diagnostic  X-ray,  or  laboratory  equipment  used  to 
analyze  body  fluids,  may  be  maintained  only  in  those  large  installa- 
tions, particularly  of  an  industrial  nature,  where  cost  analysis  and 
experience  data  show  that  maintaining  such  equipment  in  the  health 
service  unit  will  be  more  economical  than  securing  services  from 
nearby  community  facilities. 

Where  the  agency  head  determines  it  to  be  necessary  to  maintain  such 
equipment,  he  will  obtain  it,  wherever  possible,  from  available  Gov- 
ernment excess  property.  The  Administrator  of  General  Services  will 
advise  departments  and  agencies .  upon  their  request,  concerning  availa- 
bility of  excess  Federal  property  suitable  to  their  health  service 
equipment  needs. 

Pursuant  to  the  Public  Buildings  Act,  as  amended  (kO   U.S.C.  601  et  seq.) 
and  the  Federal  Property  and  Administrative  Services  Act,  as  amended 
(Uo  U.S.C.  1*71  et  seq.),  the  Administrator  of  General  Services  in  space 
planning,  construction,  and  leasing  activities,  and  in  delegations  of 
such  activities  to  other  agencies,  will  make  adequate  space  provision 
for  occupational  health  services  under  this  Circular  in  accordance  with 
space  standards  to  be  determined  by  the  Administrator  of  General  Serv- 
ices. Heads  of  departments  and  agencies  excluded  from  the  provisions 
of  the  Federal  Property  and  Administrative  Services  Act  or  operating 
under  delegated  authority  from  the  Administrator  of  General  Services 
will  also  make  adequate  space  provision. 

6.  Records. 

a.  Medical  records  of  persons  selected  for  appointment  and  of- 
individual  employees,  and  professional  evaluations,  will  be  maintained 
under  control  of  and  for  use  only  by  the  responsible  professional 
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personnel.  W)        tsted  by  the  employee,  his  full  medical  record 
will  be  made  available  by  the  physician  in  charge  to  a  licensed 
physician  designated  by  the  employee. 

b.  The  basis  for  any  determinations  made  by  departments  and  agen- 
cies as  to  (l)  the  need  for  and  means  of  providing  health  services  for 
employees  vorking  in  groups  of  less  than  30°,  (2)  the  need  for  in-service 
examinations,  screening  examinations  and  immunization,  and  (3)  the  need 
for  and  comparative  costs  of  maintaining  special  diagnostic  or  laboratory 
equipment  will  be  recorded. 

7.   Coordination  and  evaluation.  The  Chairman  of  the  Civil  Service 
Commission  will  assist  the  departments  and  agencies  to  develop  adequate 
occupational  health  urograms  with  services  provided  at  work  locations 
in  the  States,  the  District  of  Columbia,  the  Territories  and  possessions 
and  Puerto  Rico.  He  will  elso  Bet  guidelines  for  cooperative  provision 
of  such  health  services  by  two  or  more  departments  or  agencies  having 
employees  in  the  6ame  or  nearby  buildings  where  they  find  that  Joint 
action  will  result  in  providing  more  effective  health  services. 

As  authorized  under  the  Act  of  August  8,  19^6,   the  Public  Health  Service 
will  advise  departments  and  agencies,  upon  request,  concerning  their 
health  service  programs  by  providing  agencies  with  occupational  health 
standards  to  guide  the  provision  of  the  occupational  health  services 
herein  authorized,  and  by  evaluating  agency  health  service  programs  in 
relation  to  6uch  standards.  As  authorized  under  the  Federal  Employees' 
Compensation  Act,  the  Department  of  Labor  will  advise  departments  and 
agencies  concerning  the  provision  of  medical  services  in  performance- 
of-duty  cases  and  the  appraisal  of  work  environment  health  risks. 

The  Chairman  of  the  Civil  Service  Commission,  after  obtaining  informa- 
tion from  the  departments  and  agencies  concerning  the  extent,  staffing, 
facilities,  and  operating  results  of  their  occupatioral  health  programs, 
after  consulting  with  the  Public  Health  Service  and  with  the  Department 
of  Labor  in  their  respective  areas  of  responsibility,  and  after  such 
consultation  with  non-Federal  occupational  health  program  specialists 
as  may  be  desirable,  will  report  annually  to  the  President  the  extent, 
costs,  and  results  of  departmental  occupational  health  programs, 
together  with  an  evaluation  of  such  departmental  programs  and  with 
appropriate  recommendations. 


CHARLES  L.  SCHULTZE 
Director 
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The  circular  states  that  the  health  fitness  of  Federal  employees  for 
efficient  performance  is  an  important  element  of  a  progressive  personnel 
management  system  .  .  .  the  Office  of  Management  and  Budget 
encouraged  Federal  departments  and  agencies  to  estabish  employee 
health  programs.  The  circular  stated  that  an  agency  could  operate  its 
own  health  units,  contract  to  use  another  agency's  health  units,  con- 
tract with  qualified  private  or  public  sources,  or  combine  the  methods. 
:;itc<l  to  the  Civil  Service  Commission  was  the  responsibility  Tor 
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(1)  helping  agencies  develop  adequate  occupational  health  programs 
at  work  locations  and  (2)  annually  reporting  to  the  President  the  ex- 
tent, costs  and  results  of  the  total  Federal  employee  occupational 
health  programs.  Circular  A-72  additionally  specifies  that  the  Public 
Health  Service  should  provide  agencies  with  health  standards  and 
evaluate  their  health  service  programs  according  to  these  standards. 
As  a  result  the  Division  of  Federal  Employee  Health  was  established 
within  the  Public  Health  Service.  This  division  was  charged  with  the 
following  functions  and  responsibilities : 

(1)  To  help  any  Federal  agency  requesting  advice  on  organizing 
and  establishing  employee  health  service  programs; 

(2)  To  provide  standards  and  criteria  for  these  programs; 

(3)  To  assist  any  Federal  agency  requesting  an  evaluation  of  its 
services;  and 

(4)  To  organize,  administer,  and  operate,  on  a  reimbursable 
basis,  Federal  employee  health  units  for  participating  agencies. 

Pursuant  to  its  organization  and  responsibilities  the  Division  has 
issued  guidelines  for  planning  and  operating  health  units  for  Federal 
employees.  In  these  guidelines  it  is  recommended  that  an  employee 
health  program  consist  of  at  least  a  periodic  medical  examination  pro- 
gram, periodic  tests — commonly  referred  to  as  screening  tests  through- 
out this  report — to  detect  chronic  diseases  at  an  early  stage,  im- 
munizations, emergency  treatment,  referral  to  a  private  physician  or 
dentist,  health  guidance  and  counseling,  access  to  emergency  ambu- 
lance service,  physician  requested  treatments,  mental  and  emotional 
evaluations,  and  preemployment  and  other  examinations.  The  guide- 
lines state  that  the  philosophy  of  prevention  should  be  the  guiding 
influence  in  every  activity  carried  out  in  the  health  unit.  They  also 
state  that  "preventive  programs  relating  to  health"  means  that 
occupational  health  units  should  provide  screening  programs,  im- 
munizations, health  counseling,  and  complete  physical  examinations. 

The  Division  of  Federal  Employee  Health  recommends  that  man- 
agement prepare  a  list  of  eligible  employees  for  a  voluntary  complete 
physical  examination.  First  priority  should  be  to  those  whose  work 
involves  risks  to  health  regardless  of  age.  Second  priority  should  be  to 
employees  aged  40  and  over. 

The  examination  should  include  a  complete  medical  history,  glau- 
coma test,  pelvic  examination  and  pap  smear  for  a  woman,  chest 
X-ray,  electrocardiogram,  serology — blood  test  for  syphillis — urinaly- 
sis, blood  count,  and  other  tests  as  warranted.  The  guidelines  state 
that  numerous  screening  tests  may  be  conducted  for  early  detection 
of  disease.  The  guidelines  recommend  screening  tests  to  detect  glau- 
coma, visual  defects,  diabetes,  hearing  defects,  uterine  cancer,  and 
breast  cancer.  Although  not  enumerated  in  the  guidelines,  testing  for 
hypertension — high  blood  pressure — is  also  recommended  by  the 
officials.  It  is  pointed  out  that  these  tests  should  be  offered  on  a 
voluntary  basis  to  all  emplo}~ees.  The  guidelines  provide  detailed 
instructions  for  conducting  screening  programs,  including  distribu- 
tion of  information  to  employees,  conducting  tests,  and  interpreting 
laboratory  reports. 

One  final  note  in  passing  is  that  in  1970  the  law  which  created  the 
Postal  Service  also  removed  the  Service  for  the  Civil  Service  Com- 
mission's control.  The  Postal  Service  is  responsible  for  developing  its 
own  occupational  health  program.  However,  the  Commission  does 
render  help  in  developing  occupational  health  programs. 


HEALTH    SERVICES   OFFERED    FEDERAL 
EMPLOY  EES 

1  .<'\  i.i:\mi:\  1  Program 

The  Division  of  Federal  Employees  Health  had  its  genesis  in  Public 
Law  79  658,  August  8,  1946,  qow  codified  under  5  Q.S.C.  7901. 
Under  the  act,  the  Public  Health  Service  is  assigned  responsibility 
to  (\)  operate  health  units  on  a  reimbursement  basis;  (2)  provide 
standards;  and  (3)  provide,  when  requested,  technical  assistance  in 
determining  staffing  needs  and  evaluating  agency  programs. 

tn  the  guidelines  issued  by  DFEH  for  planning  and  operating 
health  units  it  is  recommended  that  an  employee  health  program 
consist  of  the  following:  (1)  a  periodic  medical  examination  program; 
(2)  screening  tests  to  detect  chronic  diseases  or  disorders  at  an  early 
stage;  (3)  immunizations;  (4)  emergency  treatment;  (5)  referral  to  a 
private  physician  or  dentist;  (6)  health  guidance  and  counseling; 
(7)  access  to  an  emergency  ambulance  service;  (8)  physician-requeM<<l 
treatments;  (9)  mental  and  emotional  evaluations;  and  (10)  pre- 
employment    and   other   examinations. 

With  the  passage  of  this  law  the  Bureau  of  Medical  Services 
expanded  developmental  efforts  to  design  typical  health  programs  for 
Federal  worksites.  The  first  division  of  Federal  Employees  Health  was 
organized  in  1 1347. 

On  June  IS,  19G5,  the  issuance  of  OMB  Circular  A-72  established 
a  Federal  policy  toward  occupational  health  programs  for  Federal 
employees.  The  General  Services  Administration  was  required  to 
expand  its  role  in  providing  space  and  facilities  in  GSA  managed 
buildings  for  Federal  employee  health  units.  The  General  Service 
Administration  coordinates  with  the  Division  of  Federal  Employees 
Health  for  consultation  services  for  design  of  health  unit  physical 
facilities,  in  making  recommendations  for  equipment,  and  in  the 
establishment  of  Public  Health  Service  operated  programs  in  multi- 
agency  locations.  A  formal  agreement  clarifying  the  cooperative 
activities  of  the  General  Services  Administration  and  Public  Health 
Service  was  concluded  in  1967.  Since  the  issuance  of  Circular  A-72 
the  role  of  the  Division  of  Federal  Employees  Health  has  expanded 
approximateh'  three-fold  with  respect  to  the  number  of  consultations 
and  requests  for  reimbursable  occupational  health  programs  to 
serve  Federal  agencies.  The  development  of  health  units  has  primarily 
taken  place  outside  of  the  Washington,  D.C.  metropolitan  area  prin- 
cipally at  Federal  work  sites  involving  multiagency  settings.  Currently 
DFEfi  operates  a  total  of  approximately  125  health  units;  47  of  these 
units  are  in  the  Washington,  D.C.  area  and  the  remainder  scattered 
throughout  the  United  States. 

The  OMB  Circular  and  Public  Law  79-658  provide  that  health 
service   programs  for  Federal  employees  shall  be  established  only 
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after  consultation  with  the  Public  Health  Service  and  after  "con- 
sideration" of  its  recommendations.  The  Division  may  receive 
requests  for  consultation  from  any  Federal  agency. 

Since  1965,  BFEH  has  responded  to  approximately  120  consulta- 
tion requests  per  year  in  15  to  25  cities  covering  all  of  the  10  Federal 
regions.  Typically,  such  consultations  will  involve  15  to  25  health  unit 
design  layouts  and  tables  of  medical  equipment  and  furnishings 
recommended  for  health  unit  operation.  As  stated  in  testimony  before 
the  subcommittee,  as  many  as  five  of  these  consultations  will  also 
involve  an  indepth  evaluation  of  an  agency's  physical  facility,  program, 
and  staffing  for  its  health  program.  The  number  of  requests  for  advise 
and  consultation  has  been  steadily  increasing  from  year  to  year. 

The  facilities  available  to  a  Federal  employee  depend  upon  the 
number  of  such  employees  concentrated  in  a  given  area.  For  example, 
health  services  for  Federal  employees  are  authorized  and  encouraged 
for  Federal  activities  working  in  groups  of  300  or  more  in  the  same 
locality.  Units  serving  this  category  have  been  operating  on  a  re- 
imbursable basis  for  some  25  years.  They  must  be  under  the  super- 
vision of  a  physician  and  staffed  by  professional  nurses.  The  land  of 
physician — full  time,  part  time,  or  intermittent  contract — and  the 
number  of  professional  nurses  and  other  support  personnel  are  deter- 
mined by  the  size  of  the  employee  population  to  be  served  and  in  some 
cases  by  the  nature  of  the  specialized  work,  processes,  or  materials 
involved  in  the  occupational  setting.  For  these  programs,  a  full-time 
physician  is  employed  in  health  units  serving  3,500  or  more  employees. 
For  employee  health  units  serving  less  than  3,500  employees,  a  con- 
tract with  a  practicing  physician  in  the  community  is  arranged  for  on 
the  basis  of  one  2-hour  visit  per  week  for  each  500  employees  served. 
The  number  of  professional  nurses  employed  is  established  at  a  ratio 
of  1  nurse  per  1,000  employees  served;  the  number  of  nurses  assigned  is 
reappraised  in  relation  to  the  work  caseload. 

The  services  provided  at  a  typical  health  unit  include  (1)  on-the- 
job  emergency  first  aid  health  services;  (2)  preemployment  and  other 
examinations;  (3)  referral  to  private  physicians,  dentists,  and  other 
private  health  resources;  and  (4)  preventive  programs  relating  to 
health. 

Early  in  the  1960's  DFEH  began  to  provide  screening  programs  in 
testing  for  visual  acuity,  glaucoma,  and  diabetes.  In  more  recent 
years  screening  programs  have  been  developed  for  the  detection  of 
uterine  and  breast  cancer  in  female  employees,  hearing  defects,  and 
hypertension.  In  addition,  special  pilot  programs  have  been  developed 
to  seek  a  reliable  method  for  evaluation  of  coronary  risk  factors  and 
to  design  a  screening  program  specifically  for  women  employees. 
Currently,  it  is  recommended  that  management  nominate  employees 
for  comprehensive  physical  examination — called  employee  health 
maintenance  examinations — on  a  voluntary  basis  in  accordance  with 
priorities  as  follows:  First  priority  to  be  given  to  employees,  regardless 
of  age,  whose  work  involves  some  stress  or  hazard  to  health;  second 
priority  is  given  to  employees  over  the  age  of  40.  The  number  of  ex- 
aminations available  to  a  Federal  manager  in  a  DFEH  program  is 
limited  by  economic  considerations  which  translates  into  the  number 
of  visits  a  physician  makes  to  a  health  unit  in  any  given  program  year. 
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The  preceding  has  been  t  summary  of  program  guidelines  sel  forth 
by  t ho  Division  of  Federal  Employees  Health  in  testimony  before 
this  subcommittee,  August  24,  L978.  Prior  to  the  Angus!  hearings 
many  complaints  concerning  inequalities  in  the  program  prompted  I  he 
subcommittee  to  request  that  the  General  Accounting  Office  conduct 
an  investigation  into  the  complaints.  En  its  program  review  the 
Genera]  Accounting  Office  reported  on  the  preventive  health  services 
offered  to  employees  at  live  agencies.  This  i^  documei  h  d  by  the  follow- 
ing letter  sent  to  the  President  of  the  Senate  and  the  Speaker  of  the 
1  [ouse. 

Comptroller  (Jenekal  of  the  United  States, 

Washington,  D.C. 

B  164031(5). 

To  (he  Pnaidet  I  of  the  Senate  and  the  Speaker  of  the  House  of  Representatives: 

Y\ '•■  hnve  reviewed  preventive  health  services  offered  to  Federal  emptor**^ 
at  Bve  agencies  and  brand  that  inequalities  exist  In  the  availability  of  such 
services.  This  report  includes  recommendations  and  matters  for  congressional 
Oensideraiion  Sisaod  at  eliminating  these  inequalities  and  strengthening  program 

management. 

We  made  our  review  pursuant  to  the  Budget  and  Accounting  Act,    1921 
TJ.S.C.  53),  and  the  Accounting  and  Auditing  Act  of  1950  (31   CJ.S.C.  07). 

We  are  sending  copies  of  this  report  to  tie-  Director,  Office  of  Management  and 
Budget,  Commissioner,  Civil  Service  Commission;  Postmaster  General;  Adminis- 
trator, National  Aeronautics  and  Space  Administration:  Administrator  of  Veterans 
Affairs;  and  Secretaries  of  the  Treasury,  Defense,  and  Health,  Kdueation,  and 
Welfare. 

I'.LMER    B.    STAATS. 

Comptroller  General  of  the  United  Stales. 

The  review  by  the  General  Accounting  Office  concentrated  on  the 
physical  examination  and  screening-test  aspects  of  the  preventive 
health  programs  in  the  five  agencies.  The  preventive  health  programs 
offered  by  the  following  five  agencies  at  their  headquarters  and  their 
held  offices  in  Los  Angeles  County,  Calif.,  and  the  Greater  Cincinnati 
metropolitan  area,  Ohio,  were  selected  for  review:  (1)  Defense  Supply 
Agency,  Defense  Contract  Administration,  Department  of  Defense; 
(2)  Social  Security  Administration,  Department  of  Health,  Education. 
and  Welfare;  (3)  Internal  Revenue  Service,  Department  of  tin* 
Treasury;  (4)  U.S.  Postal  Service;  and  (5)  Veterans'  Administration 
(excluding  hospitals). 

In  this  undertaking,  GAO  vi-ited  headquarters  personnel  responsible 
for  each  agency's  employee  health  program  and  each  health  unit 
serving  headquarters.  The  field  offices  examined  varied  with  the 
agency's  organization.  For  example,  for  the  Postal  Service  in  Los 
Angeles,  GAO  consulted  with  the  district  personnel  responsible  for 
the  286  Service  locations  and  on  Service-operated  health  unit  serving 
69  of  those  locations,  while  for  the  Defense  Contract  Administration 
Services  in  Los  Angeles,  the  regional  personnel  responsible  for  the 
eight  health  units  were  consulted.  In  addition  management  control 
by  headquarters  was  examined  at  three  locations.  They  were  the 
National  Aeronautics  and  Space  Administration,  Lewi-  Research 
Center.  Cleveland.  Ohio,  the  Department  of  Defense's  Long  Beach 
Naval  Shipyard,  Long  Beach,  Calif.,  and  the  Department  of  Defense's 
Wright-Patterson  Air  Force  Base  in  Dayton,  Ohio.  Finally,  the 
If  also  included  the  manner  in  which  the  Office  of  Management, 
the  Civil  Service  Commission,  and  the  Division  of  Federal  Emplo 
Health  discharged  their  Government-wide  program  responsibilities. 
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GAO  Review  of  Goverxmext-Wide  Program 

As  of  1974,  the  Federal  Government  employed  about  2.8  million 
civilians,  of  which  about  1  million  were  employed  by  the  Department 
of  Defense.  As  of  January  1975,  no  current  programwide  statistics 
were  available  on  the  total  number  of  health  units  or  employees  with 
access  to  health  units.  However  a  1970  study  by  the  Civil  Service 
Commission  counted  about  800  physician-supervised  Federal  health 
facilities  offering  health  services  to  civilian  employees.  These  facilities 
included  80  health  units  operated  by  DFEH.  According  to  the  study, 
services  in  the  800  facilities  ranged  from  emergency  first  aid  only  to 
comprehensive  programs  which  included  emergency  care,  screening 
tests,  and  physician-supervised  examinations.  This  study,  however, 
did  not  include  those  units  without  the  services  of  a  phvsician;  as  of 
July  1974,  DFEH  was  operating  103  health  units  servicing  180,000 
employees. 

As  stated  in  the  introduction,  the  fact  that  inequalities  exist — 
providing  nonjob  related  preventive  health  services  to  some  Federal 
employees  but  not  to  others  of  equal  age  and  grade — is  undisputed 
and  even  defended  in  testimony  before  this  subcommittee,  by  the 
Office  of  Management  and  Budget  and  by  the  Civil  Service  Com- 
mission. This  fact  is  amplified  by  the  General  Accounting  Office's 
review. 

Public  Law  79-568  allows  each  Federal  agency  to  formulate  its  own 
employee  health  program,  resulting  in  substantial  inequalities  in  the 
scope  and  accessibility  of  preventive  services,  both  among  agencies 
and  among  each  agency's  locations,  stated  the  GAO  report.  All  agencies 
reviewed  offered  some  preventive  health  services,  but  not  at  all  loca- 
tions. Often  the  services  offered  did  not  meet  the  minimum  program 
requirements  recommended  by  DFEH.  Depending  on  work  location, 
an  employee  can  receive  either  a  complete  physical  examination,  a 
limited  number  of  screening  tests,  or  no  preventive  health  services 
at  all.  The  following  table  shows  the  scope  of  preventive  health  services 
available  in  fiscal  year  1975  to  employees  at  the  locations  reviewed. 
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Each  of  the  five  agency  headquarters  provides  some  type  of  pre- 
ventive services.  However,  employees  working  at  field  offices  some- 
times did  not  have  access  to  preventive  programs.  Of  the  365  locations 
without  access  to  preventive  services,  317  were  Postal  Service  facilities 
with  a  total  of  16,922  employees.  These  facilities  varied  in  size  from 
3  employees  at  some  Los  Angeles  substations  to  3,176  employees  at 
the  Los  Angeles  main  terminal.  The  following  chart  is  offered  as  docu- 
mentation of  these  GAO  findings. 


Locations 

Employees 

Preventive  services 

Number 

Percent 

Number 

Percent 

Available 

31 

8 
92 

65, 047 
26,  633 

71 

Unavailable 

365 

29 

Total 

396 

100 

91,680 

100 

Among  the  30  locations  which  provided  physical  examinations, 
different  employee  groups  were  eligible  because  of  locally  imposed 
eligibility  restraints.  Four  locations  restricted  physical  examination 
eligibility  to  GS-12's  and  above  regardless  of  age.  Of  the  26  locations 
which  offered  both  physicals  and  screening  tests,  11  offered  both 
services  to  all  23,668  employees;  the  remaining  15  offered  screening 
tests  to  all  37,068  employees,  but  physical  examinations  only  to 
employees  who  met  selection  criteria.  The  selection  criteria  for 
physical  examinations  varied.  For  example,  at  the  central  Veterans' 
Administration  headquarters  location,  with  2,600  employees,  plrysicals 
were  restricted  to  GS-14's  and  above  over  age  40.  By  comparison, 
at  the  Defense  Supply  Agency's  Defense  Contract  Administration 
Services  headquarters,  with  2,505  employees,  all  employees  over  age 
40  were  eligible.  Of  the  23,000  employees  at  Social  Security  Admin- 
istration headquarters  all  who  had  been  employed  at  least  18  months 
were  offered  both  physical  examinations  and  screening  tests.  Al- 
though not  all  personnel  received  physicals  every  year,  they  could 
participate  in  each  screening  program  offered.  In  contrast,  none  of 
the  2,291  employees  at  Postal  Service  headquarters  were  offered 
physical  examinations. 

With  one  exception,  where  screening  programs  were  provided, 
they  were  available  to  all  employees.  Again,  however,  the  tests  offered 
varied.  Of  the  27  locations  providing  screening  programs  24  serving 
40,255  emplo}^ees  tested  for  several  disorders.  The  Veterans'  Admin- 
istration in  Los  Angeles,  for  example,  offered  hearing,  vision,  glaucoma, 
tuberculosis,  and  sickle  cell  anemia  tests.  On  the  other  hand  at  seven 
Los  Angeles  locations,  the  Internal  Revenue  Service  offered  668 
employees  a  multiphasic  testing  program  consisting  of  the  DFEH- 
recommended  tests,  plus  tests  of  color  vision  and  pulmonary  function. 
The  National  Aeronautics  and  Space  Administration's  Lewis  Re- 
search Center  tested  for  blood  disorders,  blood  pressure,  and  weight 
abnormalities. 

The  remaining  three  locations  with  22,792  employees  tested  for 
only  one  disorder  in  their  screening  programs.  Only  glaucoma  screen- 
ing tests  were  offered  to  employees  at  Defense  Contract  Admin- 
istration   Services    and    Postal    Service    headquarters.    At    Wright- 


IS 

Patterson  Air  Foi  [y  coronary  dis  offered 

and  only  to  employees  over  age  40;  however,  officials  there 
developing  a  comprehensive  multiphasic  program  for  all  emplo; 

Up  to  this  point  the  interagency  inequalities  discussed  in  the  GAO 
report  have  b  forth ;  our  attention  will  now  be  drawn  to  inter- 

semplified  by  the  Social  Security  Administration. 
ncy  offered  periodic  physical  examinations  to  civilian  em- 
ployees at  its  Baltimore  headquarters.  After  being  employed  for  at 
[east   Is-  months  employ  ge  of  50  could  receive  yearly 

examinations;  those  beta  i  nd  50  could  receive  an  examination 

every  2  years;  and  those  under  40,  every  3  years,  in  Cincinnati,  all 

ociaJ  security  emplo  .our  separate  offi<  •  s<  rved  by  a 

il  health  unit.  Employees  over  the  age  of  40  fered  periodic 

physical   examinations,    and    all   employees   were   offered    DFEH's 

amended  periodic  screening  tests.  By  contrast  43  employees 
located  in  a  fifth  area  office  were  offered  no  preventive  health  services. 
Finally,  all  1,498  employees  located  in  46  Los  Angeles  County  social 
irity  offices  were  offered  no  preventive  health  services. 
Having  identified  and  documented  the  fact  that  inequalities  exist 
within  the  program,  the  General  Accounting  Office's  report  went  on  to 
identify  tie1  major  reason  for  this.  The  report  leaves  no  doubt  as  bo 
where  the  responsibility  for  the  present  state  of  affairs  rests  when  it 

l  that  "Management  of  the  employee  health  program  is  generally 
all  l'vels." 
Although  primary  management  responsibility  rests  with  the  agency 
heads,  they  generally  delegate  program  decisionmaking  to  their  local 
offices  to  such  an  extent  that  headquarters  officials  are  usually  not 
familiar  with  the  extent,  cost  or  scope  of  their  employe*1  health  programs 
which  is  contrary  to  the  original  congressional  intent.  Consequently, 
program  emphases  are  largely  dependent  on  local  philosophies  and 
resources.  In  addition,  tliree  agencies — the  Division  of  Federal 
Employees  Health,  the  Civil  Service  Commission,  and  the  Office  of 
Management  and  Budget — have  Government-wide  program  responsi- 
bilities. DFEH  is  responsible  for  (1)  technically  assisting  agencies,  when 
requested,  in  designing  programs,  determining  staff  needs  for  health 
units,  and  evaluating  agency  programs  and  (2)  providing  program 
standards  and  criteria.  The  Civil  Service  Commission's  responsibility, 
a-  a-signed  by  Circular  A-72  is  to  evaluate  the  overall  program  and  to 
report  to  the  President  annually  on  progress,  while  its  regional  health 
repre  res  are   responsible  for  promoting   the   employee   health 

programs.  Finally,  the  Office  of  Management  and  Budget  has  the 
rc<ponsibilitv  to  assess  program  achievement  under  Reorganization 
Plan  No.  2  of  1970. 

Ii ridings  in  the  GAO  report  concerning  the  responsibility,  or 
lack  thereof,  of  agency  headquarters  and  the  three  agencies  having 
Government -wide  responsibility,  or  lack  thereof,  will  now  be  presented. 
The  1946  law  gave  the  heads  of  each  agency  responsibility  for  its 
employee  health  program.  Althou  ncy  headquarters  have  issued 

health   program  guidelines,    I  cy   head   has   usually  delegated 

►risibility  for  program  development  and  operations  to  lower 
level  headquarters  and  local  officials.  Because  of  this  delegation  some 
agency  headquarters  staffs  do  not  receive  operational  or  financial 
program  data  and  consequently  do  not  know  total  program  costs, 
Locations  without  health  programs,  and  the  results  of  services  provided. 
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In  fact,  in  the  opinion  of  GAO,  officials  of  all  eight  agencies  surveyed 
did  not  have  sufficient  information  to  adequately  monitor  local  program 
content  and  results.  For  example,  National  Aeronautics  and  Space 
Administration  personnel  do  not  review  field  operations  and  make 
recommendations  for  improvement.  This  is  also  the  case  in  Postal 
Service  headquarters.  In  the  remaining  six  agencies,  headquarters 
officials  made  periodic  general  reviews  of  field  personnel  operations 
including  the  employee  health  programs.  However,  the  employee 
health  program  segment  of  these  reviews — sometimes  called  Inspector 
General's  reviews  or  personnel  management  surveys,  depending  on 
the  agency  involved — was  too  general  to  provide  headquarters  officials 
sufficient  information  to  adequately  monitor  local  health  program 
content  and  results,  concluded  the  GAO.  For  example,  three  Veterans' 
Administration  personnel  management  survey  reports  were  studied. 
In  each  report  only  one  paragraph  was  devoted  to  the  employee  health 
program.  Regarding  voluntary  preventive  health  services,  each  report 
included  only  one  sentence  stating  whether  or  not  such  services  were 
available.  No  specific  comments  were  made  about  what  types  of 
preventive  health  services  should  be  provided  or  how  frequently  they 
should  be  offered. 

The  Civil  Service  Commission's  duties  in  reporting  program  costs 
have  been  discussed  at  length  in  the  section  on  costs;  at  this  point  it 
serves  our  purpose  to  examine  the  Commission's  responsibility  in 
evaluating  the  overall  program  and  its  annual  report  to  the  President 
assessing  program  development.  In  1973,  the  Civil  Service  Commis- 
sion began  developing  a  Government-wide  management  information 
system  based  on  an  annual  questionnaire  completed  by  each  agency 
concerning  services,  staffing,  costs,  and  facilities.  The  Commission 
plans  to  use  this  system  to  help  in  reviewing  the  employee  health 
program's  progress,  reporting  to  the  President,  and  selecting  priority 
locations  for  improvement.  It  is  believed  that  the  data  gathered  will 
also  help  to  assist  Federal  agencies  in  developing  more  effective  pro- 
grams. Since  a  number  of  agencies  opposed  the  new  system  as  being 
too  expensive,  the  Commission  has  obtained  clearance  from  OMB 
and  the  General  Services  Administration  to  collect  the  data  until 
December  1976,  after  which  it  must  provide  an  analysis  of  data 
collection  to  OMB  and  General  Services.  On  May  16,  1975,  each 
agency  was  asked  for  cost,  staffing,  service,  and  facilities  data,  by 
location,  on  their  employee  health  programs.  The  questionnaire  did 
not  ask  for  data  on  the  programs'  operating  results.  However  the 
agencies  have  indicated  that  they  could  not  provide  this  information 
from  their  current  record  maintenance  system.  This  typifies  the 
fundamental  problem  in  the  entire  program:  "Lack  of  Information." 

Earlier  in  this  section  the  scope  of  the  program  as  set  forth  by  the 
Division  of  Federal  Employees  Health  in  testimony  before  this  sub- 
committee was  presented.  In  its  review  GAO  found  that  in  1974 
DFEH  conducted  over  100  consultations  for  Federal  agencies,  ex- 
ecutive boards,  and  associations.  A  consultation  can  range  from  a 
phone  call  regarding  a  single  question  to  a  formal  visit  to  evaluate  an 
agency's  program.  An  official  of  DFEH  told  GAO  that  nine  formal 
site  visit  consultations  were  made  in  1974,  and  all  involved  indepth 
evaluations  of  physical  facilities,  programs,  and  staffing.  Each  year, 
numerous  consultations  involve  health  unit  layouts  and  recommended 
equipment,  however,  DFEH  officials  stated  they  do  not  follow  up  on 
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dtation  reco  Eire  not  obligal 

accept  their  ad vi  -  ire  required  by  law  to  consult 

with  DFEH  only  when  establishing  a  health  program  and  DFEH  is 
not  required  to  review  established  health  unit  modifications,  officials 
t  know  the  current  status  of  all  agencies1  health  programs.  This 
typifies  the  fundamental  problem  in  the  entire  program:  ''Luck  of 
Information." 

The  responsibility,  or  lack  thereof,  of  the  Office  of  Management 
and  Budget  will  now  be  discussed  in  terms  of  the  GAO  review.  In 
Reorganization  Plan  2,  effective  July  1.  1970,  which  changed  the  d 
nation  of  the  Bureau  of  the  Budget  to  OMB,  the  President  stated  that 
the  '•.  .  .  ere;: ;ion  of  the  Office  of  Management  and  Budget  r 
sents  far  more  than  a  mere  change  of  name  of  the  Bureau  of  the  Budget. 
It  represents  a  basic  change  in  concept  and  emphasis,  reflecting:  the 
broader  management  <>!'  the  Office  of  the  President."  In  addi- 

tion to  budget  functions,  OMB  was  to  place  much  greater  emphasis 
on  (1)  evaluation  of  program  performance  and  (2)  assessing  program 
achievement.  According  to  the  report  on  an  OMB  official  said  that  the 
Office  has  not  established  procedures  to  assure  compliance  with  Circu- 
lar A-72,  June  IS,  1965.  There  can  be  no  reason  for  this  other  than 
gross  neglect.  The  official  went  on  to  say  that  the  normal  budget  re- 
ads as  a  control  on  the  program  and  would  identify  any 
problems.  This  however  is  difficult  to  digest  in  view  of  the  fact  that 
many  agencies  do  not  compute  employee  health  program  costs  as 
discussed  in  the  cost  section.  The  Office  of  Management  and  Budget 
cannot  control  the  program  through  the  normal  budget  review  proc- 
again  the  fundamental  problem  in  the  entire  program  is  clear: 
"Lack  of  Information." 

Summary 

Although  officials  in  the  agencies  studied  by  the  General  Accounting 
Office  generally  stated  that  they  believed  preventive  services  benefit 
the  Government,  their  management  of  preventive  health  programs 
generally  does  not  evidence  this  belief.  Agency  heads  have  not  em- 
phasized their  preventive  health  programs  and  management  at  all 
levels  is  generally  weak.  Agency  heads  usually  delegate  to  local  officials 
the  authority  to  develop  and  operate  health  programs.  Most  agency 
headquarters  keep  no  records  of  the  status  of  preventive  health  pro- 
grams at  field  locations.  Consequently,  inequalities  exist  in  the  pre- 
ventive health  services  both  within  and  among  agencies.  Depending 
on  an  employee's  work  location,  he  or  she  could  receive  either  a  com- 
plete physical,  a  limited  number  of  screening  tests,  or  no  preventive 
services  at  all.  Although  employees  work  for  different  agencies,  they 
are  all  part  of  the  Federal  Government  and  should  receive  comparable 
services. 


COSTS  FOR  GOVERNMENT  PROGRAM 

In  both  the  House  and  Senate  reports  accompanying  Public  Law 
79-658  it  was  stated  that:  "Each  agency  would  be  required  to  work 
out  a  statement  of  its  needs  and  the  cost  of  handling  those  needs,  and 
submit  the  statement  to  the  House  and  Senate  Appropriations  Com- 
mittees, following  review  by  the  Bureau  of  the  Budget"  (now  the  Office 
of  Management  and  Budget).  Following  this  procedure  the  program 
would  have  to  demonstrate  its  value  from  year  to  year  as  the  requests 
of  the  agencies  for  funds  are  presented  to  the  Office  of  Management 
and  Budget  and  to  the  Appropriations  Committees  of  the  Congress. 
Unfortunately,  this  intent  of  the  Congress  has  never  been  realized.  In 
1965,  OMB  assigned  the  Civil  Service  Commission  the  responsibility  of 
assisting  agencies  evaluate  Government-wide  services  and  annually 
reporting  findings  to  the  President.  In  1966,  the  Commission  issued 
the  first  in  a  series  of  reports  to  the  President,  showing  the  status 
of  employee  health  programs.  In  its  1967  report,  it  was  noted  that 
many  locations  were  without  services  and  offered  to  help  these  locations 
establish  services  if  economically  feasible.  In  1970,  the  Commission 
reported  on  the  costs,  range,  and  accessibility  of  health  services  to 
employees.  The  report  surveyed  the  1970  Federal  work  force  of  2.5 
million  employees  in  57  agencies.  In  part,  it  was  concluded  that 
552,000  employees  had  no  access  to  health  services;  agencies  needed 
to  improve  information  gathering;  and  many  preventive  medical 
services  needed  expansion. 

Of  the  employees  without  access,  172,000  were  in  groups  of  300 
or  more  at  about  230  locations,  while  90  of  the  784  locations  with 
service  offered  little  more  than  emergency  services.  The  90  locations 
mentioned  above  were  designated  as  primary  targets  for  improvement. 

Reports  in  subsequent  years  described  program  status  without 
analyzing  needed  improvements.  For  fiscal  year  1972,  the  report  on 
the  health  program  was  reduced  from  a  separate  comprehensive 
report  to  five  paragraphs  in  the  Civil  Service  Commission's  annual 
overall  report  to  the  President.  The  Commission  has  stated  its  intent 
to  continue  this  method  of  reporting. 

As  stated  in  the  introduction  and  alluded  to  in  the  above,  funding 
for  this  program  is  hidden  in  an  agency's  budget  request;  program 
costs  are  never  a  line  item  as  orginally  intended.  The  Air  Force  and 
Veterans'  Administration  are  typical  examples  of  this  practice.  As 
documented  in  a  GAO  report,  the  Air  Force  identifies  its  total  health 
program  cost  but  not  the  cost  of  civilian  employee  health  services. 
In  the  same  vein,  the  Veterans'  Administration  included  health  program 
cost  in  the  "Personnel"  line  item  of  its  costs  reports  but  did  not 
separately  identify  them.  The  conclusion  to  be  drawn  from  these 
policies  is  obvious:  In  most  instances  top-level  agency  management 
has  minimal  information  showing  employee  preventive  health  pro- 
gram costs.  This  conclusion  is  substantiated  by  the  GAO  report,  in 
that  the  headquarters  staffs  of  only  three  of  the  eight  agencies  con- 
tacted were  able  to  supply  costs  of  employee  health  programs. 

(21) 
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•  top  management  officials  usually  delegate  responsibility 
:  rations  to  the  Local  level,  varying  beliefs  held  by 

ling  the  value  and  priority  of  preventive  health 
services  havi  a  content   and,  hence,  the  cost, 

finding  upon  this  point,  it  is  evident  that  some  local  officials 
doubt  th<  of  preventive!  health  service*  in  occupational  settings 

while  otb  ucials  consider  employee  health  services  a  high- 

priority  am.  These  diametric  position*  are  exemplified  by  the 

fo!lowin'_r  example-.  Routine  preventive  servicer  are  not  provided 
at  Postal  Service  unite  Lb  L->-  Angeles  because  the  medicaJ  officers  at 
both  location-  believe  employees  can  obtain  such  services  through 
outside  -our'-"-.  At  46  Los  Angeles  County  Social  Security  offices,  do 
medical  services  are  provided  because  officials  feel  thai  pressing  public 
demands  for  agency  services  In  conjunction  with  limited  resources 
i\ot^  not  bi       for  developing  employee  health  programs.  The 

Beach  Naval  Shipyard  with  8,100  employees  -8,500  industrial 
workers  and  1 ,600  office  workers-r-*feels  that  preventive  health  services 
are  valuable  hut  has  not  established  them  beeau-e  of  other  priorities. 
In  contrast,  seven  of  eight  Internal  Revenue  Service  offices  in  Los 
Angeles  offer  periodic  multiphasic  testing  through  contract  with  a 
private  screening  clinic.  Employees  in  the  remaining  Internal  Revenue 
Service  office  are  located  in  a  building  served  by  a  Department  of 
Federal  Employees'  Health  unit  and  receive  all  of  the  DFEIi  recom- 
mended services.  Official^  have  said  that  preventive  services  would 
reduce  employee  absenteeism. 

From  the  preceding,  it  is  clear  that  differences  in  local  management 
support  translate  into  the  oasts  agencies  incur  for  health  programs. 
The  cost  can  range  from  nothing  in  the  case  of  the  Los  Angeles 
County  Social  Security  offices  to  $160  per  employee  at  the  National 
Aeronautics  and  Space  Administration's  Pasadena,  Calif.,  office  where 
officials  believe  very  strongly  In  offering  preventive  health  services. 
However,  on  the  average,  agencies  generally  consi  ler  an  annual  cost 
of  $30  per  employee  to  be  reasonable  according  to  the  Civil  Service 
Commission  and  the  D.P.H. 

In  order  to  provide  the  reader  with  an  idea  of  the  service  and 
resultant  cost  included  in  one  Government  outpatient  clinic,  the 
following  correspondence  was  received  in  connection  with  the  -ub- 
committee's  inspection  of  the  Public  Health  Service  Outpatient  Clinic, 
Washington,  D.C. 

Department  of  Health,  Education,  and  Wi.i.i 

TIr..\i/ni  Services  Administration, 

BtJREATJ  of  Medical  Services, 
Washington,  D.C,  August  13,  1976. 
Mr.  Ronald  P.  McCluskey, 
Staff  Director  and  Counsel, 

Subcommittee  on  Retirement  and  Employee  Benefits, 
Washington,  D.C. 

Dear  Mr.  McCluskey:  The  following  is  submitted  in  response  to  your  re- 
quest during  your  recent  visit  to  the  PITS  Outpatient  Clinic,  Washington,  D.C. 
As  we  discussed,  this  facility  is  not  a  Federal  employee  health  program,  however, 
we  do   provide  a  substantial  number  of   physical  examinations  and  laboratory 
procedures  for  the  employee  health  program  of  Federal  agenoies.  These  services 
are  provided  on  a  reimbursable   basis   under   authority   of  the   Economy   Act. 
Outlined  below  are  the  usual  services  and  reimbursement  rates: 
I.  Physical  examinations: 

a.  Examination  by  physician. 
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b.  Vision  screening. 

c.  Hearing  screening. 

d.  Recording  of  height,  weight,  temperature,  blood  pressure. 

e.  Electrocardiogram  (EKG)  if  over  40  years  of  age. 

f.  Chest  x-ray. 

g.  Pap  smear  for  females, 
h.  Laboratory  tests: 

1.  Serology 

2.  Blood  sugar 

3.  Blood  urea  nitrogen 

4.  Uric  acid 

5.  Cholesterol 

6.  Urine 

7.  Complete  blood  count  (white  blood  count,  hematocrit,  hemo- 

globin, differential) 

8.  Others,  if  indicated  (serum) 
Cost,  $35. 

II.  Laboratory  studies  and  other  tests  usually  provided  Federal  employee  health 
units  when  services  of  physician  are  not  required: 

a.  Chest  x-ray. 

b.  Electrocardiogram  (EKG). 

c.  Laboratory  tests: 

(Same  as  listed  above.) 
Cost,  $25. 
I  hope  this  information  is  sufficient  for  your  purposes.  If  I  can  be  of  additional 
help,  please  let  me  know. 
Sincerely  yours, 

William  M.  Cornish,  Director. 

This  correspondence  is  evidence  that  the  minimum  services  recom- 
mended by  DFEH  can  be  implemented  for  $35  with  a  physician  in 
attendance  or  for  $25  in  his  absence.  This  cost  range  is  certainly  within 
the  "reasonable"  limit  as  stated  by  the  Civil  Service  Commission. 
Finally  it  should  be  noted  that  these  tests  are  riot  performed  with 
automated  testing  equipment  which  provide  economies  of  scale  in 
tests  of  this  nature. 

Preventive  Health  Services  Available  From  Non-Government 
Institutions  for  Approximately  $30 

Using  the  Civil  Service  Commission's  assumption — $30  per  em- 
ployee is  a  reasonable  expenditure — it  would  serve  the  subcommittee's 
purpose  in  examining  the  existing  program  to  turn  to  non -government 
institutions  and  determine  what  services  can  be  purchased  for  ap- 
proximately $30  per  person.  In  this  analysis  we  wish  to  consider  the 
two  methods  of  providing  screening  tests:  Traditional  health  evalua- 
tions provided  by  physicians  and/or  qualified  technical  personnel  and 
multiphasic  testing.  The  traditional  health  checkup  as  practiced  in  this 
country  usually  consists  of  a  medical  history  from  the  patient,  doing 
a  physical  examination,  and  then  arranging  for  supplemental  diag- 
nostic tests  and  procedures  which,  in  the  physician's  judgment,  are 
essential  to  complete  the  health  evaluation.  On  the  other  hand  auto- 
mated multiphasic  testing  can  be  viewed  as  a  planned  course  or  series 
of  events  or  procedures,  programed  in  advance  and  utilizing  allied 
health  personnel  and  automated  instrumentation,  through  which 
various  categories  of  persons,  who  may  or  may  not  be  patients  under 
medical  care,  are  processed  in  order  to  accomplish  some  medical  or 
health-related  purpose  such  as  providing  preventive  health  services 
for  employees. 

While  the  traditional  approach  has  been  practiced  for  over  100 
years,  multiphasic  screening  became  popular  after  World  War  II  as 
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an  extension  of  the  iim>  of  single  screening  teste  for  programs'  of  com- 
municable  disease  control,  such  as  the  serologic  test  for  syphilis. 
When  more  than  on*'  test  or  modality  began  to  be  included  in  the  sur- 
vey, the  term  "multiphasic  screening^1  came  into  use.  As  the  conduct  of 
the  testing  took  on  aspects  of  a  planned  and  organized  sequence  of 
event-,  accomplished  by  automated  equipment  and  analyzed  by 
computer,  the  process  began  to  be  called  automated  multiphasic 
screening. 

UNIVERSITY  OF  FLORIDA   PROGRAM 

One  advantage  of  group  multiphasic  screening  is  that  the  tests  can 
be  performed  at  a  lower  total  cost  than  the  same  tests  on  an  individ- 
ual ba>is.  An  article  in  Perspective,  3074,  examines  a  multiphasic 
screening  program  developed  by  the4  University  of  Florida  for  its 
athletes,  nursing  students,  and  medical  students.  The  procedure  in- 
clude^  a  battery  of  ]]  test-.  costs  $13.03  ]n>v  person,  and  takes  an 
individual  just  over  an  hour  to  complete.  The  tests  are  not  automated 
although  the  plasma  and  serum  samples  go  to  a  commercial  automated 
laboratory  for  biochemical  analysis.  Unit  costs  by  exmination  sta- 
tion for  this  screening  include: 

— 20.3  cents  for  reception  and  medical  histor}'. 

— $1  for  glucola  (for  blood  sugar). 

— 38.1  cents  for  spirometry  (lung  capacity). 

— 14.5  cents  for  vision  testing. 

— 36  cents  for  EKG  (electrocardiogram). 

— 12.4     cents    for    anthropometry     (body    size,    weight,     and 

proportions). 
— $1.58  for  physical  examination  (visual  inspection  of  eyes,  nose, 
and  throat,  audio  inspection  of  heart  and  lungs,  abdominal 
palpation,  and  inspection  of  skin,  general  body  posture  and  de- 
velopment, including  examination  for  hernia  in  men  and  optional 
Pap  smear  for  women). 
— $1.17  for  hematology  (blood  hematocrit  and  white  cell  count. 
— 41  cents  for  urinalysis  (color,  specific  gravity,  pH  presence  of 
ketones,  occult  blood,  protein  and  reducing  substances,  and 
presence  of  cells,   casts  and   other  deposits  in  a  centrifuged 
sample). 
— 66  cents  for  urine  culture  (women  only). 

— $7  for  biochemistry   (plasma  and  serum  analysis  for  alkaline 
phosphatase,  cholesterol,  bilirubin,  total  lipids,  serum  glutamic 
oxalacetic  transaminase  (SGOT),  latic  dehydrogenase,  creatine, 
glucose,  blood-urea-nitrogen  (B.U.N.)  and  uric  acid). 
In  concluding  our  discussion  of  this  program  it  should  be  pointed  out 
that,  in  ord(  r  to  hold  down  expenses,  trained  high  school  seniors  are 
used   to  take  EKG  readings,  test  vision,  anthropometry  and  blood 
pressure.   This  practice   serves   to   contain  cosls  because  salaries  and 
wages  are  the  largest  items  of  direct  cost   ($4.16  for  each  battery  of 
tests).  Finally,  it  is  very  important  to  note  that  the  same  tests  pro- 
vided in  this  program,  if  ordered  individually  by  a  physician,  would 
cost  $86.50;  the  savings,  by  comparison  to  this  program,  are  very 
substantial,  $73.47. 

KAISER-PERM  A: NENTE   PROGRAM 

No  serious  analysis  of  multiphasic  or  automated  multiphasic  testing 
can  be  complete  without  examining  the  work  done  in  this  area  by  the 
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Kaiser-Perm anente  medical  centers  in  California.  As  early  as  1951  r 
Kaiser-Permanente  employed  multiphasic  screening  as  part  of  a 
periodic  health  examination  within  an  organized  group-practice 
program.  Since  1984,  the  Department  of  Medical  Methods  Kesearch 
of  the  Kaiser-Permanente  medical  care  program  has  been  conducting 
a  controlled  long-term  study  to  evaluate  the  efficacy  of  periodic  health 
examinations  that  utilize  automated  multiphasic  techniques.  At  this 
point  only  the  services  offered  for  preventive  health  and  the  accom- 
panying costs  will  be  discussed;  the  results,  when  viewed  from  the 
standpoint  of  benefits  will  be  dealt  with  in  a  later  section. 

In  the  beginning  a  group  of  46,000  Kaiser  health  plan  members  was 
identified  as  a  source  of  subjects  for  the  study.  This  initial  patient 
pool  consisted  of  men  and  women,  born  in  1910-1929  (ages  34-54  at 
entry),  residing  in  northern  California,  and  having  at  least  2  years 
continuous  membership  in  the  plan.  From  the  initial  patient  pool  a 
study  group  and  a  definitive  long-term  control  group  were  selected. 
The  study  group  was  to  be  urged  to  have  an  annual  multiphasic 
health  checkup  and  the  control  group  would  not  be  so  urged.  A 
sampling  method  was  devised  to  select  over  5,000  members  for  each 
group.  Shortly  after  the  project  began  in  late  1964,  members  of  the 
study  group  were  invited  by  letter  to  undergo  a  multiphasic  checkup. 
By  the  end  of  1965,  it  became  evident  that  more  effort  would  be 
required  to  induce  a  substantial  proportion  of  the  study  group  to  be 
examined  annually.  This  item  is  important  in  that  not  every  employee 
would  exercise  his  right  to  an  annual  examination  even  if  uniformly 
available  to  every  civil  servant.  Kaiser's  experience  has  been  that 
80  percent  of  the  control  group  has  not  taken  advantage  of  the  yearly 
examinations  offered  by  the  plan,  while  40  percent  of  the  study  group, 
for  which  computerized  recordkeeping  has  been  developed  to  facilitate 
telephoning  before  all  appointments  and  examinations,  has  not  taken 
advantage  of  the  yearly  examinations. 

The  systemized  examinations  given  at  the  medical  centers  take 
about  2  hours  and  include  self-administered  questionnaires,  electro- 
cardiography, sphygmomanometer,  spirometer,  anthropometry,  chest 
roentgenography,  mammography  (for  females  aged  48  years  or  older) , 
visual  acuity,  tonometry,  audiometry,  serum  chemistries  (including 
alkaline  phosphatase,  total  bilirubin,  urea  nitrogen,  calcium,  choles- 
terol, creatinine,  glucose,  lactic  dehydrogenase,  SGO-transaminase, 
potassium,  sodium,  uric  acid),  hematology  (including  hemoglobin, 
hematocrit,  red  cell  indices,  white  cell  count,  red  cell  count) ,  serology 
(VDKL),  and  urinalysis  (including  urine  glucose,  blood,  specific 
gravity,  protein,  pH,  and  urine  culture  in  women).  In  addition,  before 
the  patient  left  the  laboratory  supplemental  tests  were  ordered  by 
computer  if  needed  before  the  patient  saw  the  physician. 

Having  defined  the  basic  examination  available  to  all  subscribers 
of  the  Plan  let  us  focus  attention  on  the  cost  of  providing  these  services. 
The  procedures  will  be  examined  from  two  points  of  view:  (1)  cost 
analysis  per  examination  and  (2)  cost  analysis  per  positive  test. 

Cost  analysis  j)er  examination 

Table  1  details  the  distribution  of  the  6,285  examinees  in  the 
Kaiser-Permanente  study  by  age,  sex,  and  health  status  group  (HSG) 
for  each  of  the  three  health  evaluation  methods:  traditional  (TMD), 
multiphasic  (MHC),  and  the  new  medical  care  delivery  s}rstem 
utilizing  nurse  practitioners  (MCDS  since  1971). 
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Table  2  -hows  the  costs  to  Kaiser  Foundation  Health  Plan  for  i 
of  the  outpatient  Bervices  scheduled  and  actually  provided  by  the 
Permanente  Medical  Group  to  these  patients,  who  were  all 
of  the  plan.  Essentially  these  were  then  the  prepaid  <•<>>(<  by  I 
members  for  their  health  examinations.  Thi  o  not  i     resent 

or  charges  which  would  have  been  paid  by  nonmember  or  pri 
b  private  fees  are  usually  about  twice  the  C0s1   to  hi 
plan    members.    For   example,    the    automated    multiphasic    h<       i 
testing  cost  to  the  health  plan  for  a  member  was  s i7.4ti  as  shown  in 
table  2(b),  hut  the  usual  charge  to  a  private  patient  for  the  i 
tion  was  $30  to  $40. 

TABLE  2 -UNIT  COSTS  FOR  SERVICES  USED  IN  HEALTH  EVALUATION 
(A)  PHYSICIAN  SERVICES 

Direct  costs 


Salaries  and  wages  including 
benefits 

Physi-      Support  Sub- 

cian  i   personnel  total 


Non- 

Indirect 

Total 

payroll 

Total 

costs  ^ 

unit  cost 

$.71 

$20.14 

$8.38 

$28.52 

.35 

10.56 

4.19 

14.75 

.36 

10.56 

4.19 

14.75 

.24 

7.36 

2.79 

10.15 

.36 

10.55 

4.19 

14.74 

.22 

5.28 

2.79 

8.07 

.60 

10.37 

4.19 

14.56 

.57 

11.51 

4.19 

15.70 

.48 

9.72 

4.91 

14.63 

.33 

8.77 

4.19 

12.96 

.71 

14.68 

5.59 

20.27 

2.07 

16.66 

4.19 

20.85 

Medical  appointment: 

New  and  new  return  (30  min) $12.43  $7.00  $19.43 

Return(15min) 6.22  3.98  10.20 

AMHTfollowup(15min) 6.22  3.98  10.20 

Sigmoidoscopy  (10  min) 4.14  2.98  7.12 

MCDSfollowup(15min) 6.22  3.97  10.19 

Medical:  Nonappointment  (10  min) 3.03  2.03  5.06 

Gynecology:  Appointment  (15  min) 6.41  3.36  9.77 

Surgery:  Appointment  (15  min) 6.72  4.22  10.94 

Eye:  Appointment  (17.57  min)' »4.23  5.01  9.24 

Dermatology:  Appointment (15  min) 6.28  2.16  8.44 

Orthopedics:  Appointment  (20  min) 8.97  5.03  13.97 

Allothers:  Appointment  (15  min) 6.47  8.12  14.59 


1 1 n:ludes  retirement  benefits  and  incentive  payments  by  health  plan  to  physicians. 

2  Overhead  and  plant  operation. 

J  Composite  of  ophthalmologist  and  optometrist  visits. 


(B)  NONPHYSICIAN  SERVICES 


Tetal 
unit 
c«st 


(1)  Nurse  practitioner  health  evaluation  (30  min) $8.22 

(2)  Nurse  practitioner  and 'or  paramedic  (33  mm) 1146 

(3)  Multiphasic  testing  (AMHT) 17.46 

(4)  Clinical  laboratory  tests 1.66 

(5)  Radiology  diagnostic  films 4. 10 

(S)  Special  diagnostic  procedures 5.66 

The  physician  services  cost  data  in  table  2  show  all  expenses  to  the 
health  plan,  including  "incentive"  payments  to  doctors  which  con- 
stitute a  profit-sharing  plan  for  partner  physicians  and  costs  of  their 
retirement  benefits.  The  costs  listed  for  nonphysician  services  include 
for  each  item  all  direct  costs — personnel,  fringe  benefits,  amortized 
equipment,  and  supplies — and  indirect  costs — overhead,  plant  main- 
tenance, regional  administration,  et  eetera.  The  nur<e  practitioners 
who  provided  the  physical  examinations  to  the  MODS  group  were 
scheduled  for  an  average  of  30  minutes  at  a  cost  of  $8.22  which  includes 
all  direct  and  indirect  costs.  Those  specialized  paramedical  personnel 
(nurse  practitioners  and  clinical  assistants)  who  provided  some  evalua- 
tion followup  services  were  also  scheduled  for  an  average  of  38  minutes 
per  visit,  at  an  average  cost  of  $10.46. 
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The  multiphasic  laboratcny  cost  was  $17.46  per  examination  and 
includes  from  three  to  seven  more  tests  than  given  by  the  University 
of  Florida. 

Cost  analysis  per  positive  case 

Table  3  presents  the  costs  incurred  to  identify  a  clinically  significant 
positive  test  for  the  most  important  components  of  a  multiphasic 
screening  program  and  indicates  which  tests  would  be  most  cost 
effective  when  planning  for  a  specified  population  such  as  Federal 
employees.  As  before,  data  is  taken  from  the  Kaiser-Permanent e 
study. 

From  analyzing  the  data  it  can  be  determined  that  mammography 
was  provided  to  women  age  48  years  and  older  at  a  cost  of  $5  per 
examinee.  In  1  percent  of  women  age  50  years  or  older  in  the  series 
the  mammogram  was  reported  by  the  radiologist  as  "suspicious"  for 
cancer;  the  cost  per  positive  mammogram  was  therefore  $5/0.01  or 
$500.  However,  since  only  1  in  every  10  of  these  women  with  a  positive 
mammogram  was  confirmed  subsequently  by  surgical  biopsy  to  have 
cancer  of  the  breast  the  cost  per  "true"  positive  was  approximately 
85.000.  Along  the  same  lines,  urine  cultures  for  bacteriuria  screening 
can  be  provided  by  collecting  and  incubating  midstream  "clean-catch" 
specimens,  and  then  identifying  patients  with  more  than  100,000 
bacilli  per  cubic  milliliter  in  the  urine  at  a  cost  of  about  $0.80  per  test. 
In  women,  about  3  percent  have  been  found  consistently  to  have  a 
positive  urine  culture  at  a  cost  of  $20  per  positive  case.  In  men,  the 
frequency  of  positive  urine  cultures  is  approximately  one-tenth  that  of 
women,  so  the  cost  per  positive  in  men  was  about  $200. 

In  conclusion,  the  researchers  say  that  in  the  program  it  costs  about 
$25  to  test  an  adult  and  that  the  cost  effectiveness  of  screening  depends 
upon  the  efficiency  of  the  care  process  and  the  prevalence  of  the  abnor- 
mality in  the  target  population. 

TABLE  3— COSTS  OF  AUTOMATED  MULTIPHASIC  TESTING 

Percent/  Cost/ 

Unit  plus  plus 

Test  cost  tests  test 

Electrocardiography _ 

Chest  X-ray  (70  mm) 

Blood  pressure 

Respircmetry 

Visual  acuity 

Tonometry 

Hemoglobin  (women) _ 

Serum  glucose  » 

Serum  uric  acid 

Serum  cholesterol 

Ser'^m  calcium 

VDRL 

Urine  dipstick 

Urine  culture  (women  only) 

Mammography2 

Medical  history 

Total  examination 

i  1-  or  2-hr  test  after  glucose  challenge  dose  for  diabetes. 

2  2  X-ray  views  for  women  greater  than  50  years  only. 

»  Depends  upon  methods  used;  greater  than  90  percent  will  have  some  "yes"  responses  (plus  test), 


$1.50 

15.0 

$10.00 

1.00 

7.0 

14.00 

.40 

5.0 

8.00 

.50 

2.0 

25.00 

.50 

15.0 

3.50 

.60 

.5 

120.00 

.50 

10.0 

5.00 

.80 

4.0 

20.  CO 

.30 

4.0 

7.50 

.30 

2.0 

15.  CO 

.30 

1.0 

30.00 

.25 

1.0 

25.00 

.50 

10.0 

5.00 

.60 

3.0 

20. 00 

5.00 

1.0 

500. 00 

(3) 

90.0 

(3) 

25.00 

50.0 

50.  CO 

30 

The  Congress  has  endorsed  the  concept  of  preventive  health  in  the 
past,  with  passage  of  Public  Law  7(.)  658,  and  more  recently  with  the 
passage  of  the  Public  Health  Service  Act  Amendments  of  1075  (Public 
Law  94  63),  which  authorizes  grants  for  migrant  health  centers  and 

community  health  renter-.  This  act  requires  both  types  of  health 
centers  to  provide  preventive  health  services.  In  addition  the  Health 

Maintenance  Organization  Aet  of  197:4  (Public  Law  ( • .".  22  also 
requires  health  maintenance  organizations  to  provide  preventive  health 
lervi 

Although  the  art  does  not  contain  a  li-t  of  the-*'  services,  the  House 
committee  report  (93-451)  accompanying  this  legislation  states  that 
preventive  health  services  should  include  any  service  which  can  be 
shown  to  prevent  or  promptly  detect  disease.  Given  the  endorsement 
of  Congress,  the  Government  has  proceeded  to  spend  vasrt  sum-  of 
money — $50  to  $65  million  in  fiscal  year  1977.  according  to  Dan  L. 
McGurk  from  the  Office  of  Management  and  Budget  in  testimony 
before  this  subcommittee — on  employee  health  units.  It  should  bo 
noted  that  this  figure  is  an  aggregate  amount,  entailing  both  occupa- 
tional a<  well  as  preventive  health  services. 

No  attempt  has  been  made  to  comply  with  the  accounting  principles 
set  forth  in  the  original  law,  Public  Law  79-658,  which  states  that  each 
agency  would  be  required  to  work  out  a  statement  of  its  needs  and  the 
cost  of  handling  those  needs  and  then  submit  the  statement  to  the 
House  and  Senate  Appropriations  Committees,  following  review  bj 
the  Office  of  Management  and  Budget.  And  finally,  if  desired,  sufficient 
data  exists  and  lias  been  presented  to  support  the  concept  that  all  of 
the  Department  of  Federal  Employee-'  Health  recommended  services 
can  be  made  available  to  every  Federal  employee  on  a  voluntary  basis, 
10  or  Less,  especially  in  view  of  the  statistics  on  utilization  of  these 
service^  from  the  Ivaiser-Permanente  study. 


COST  BENEFIT  ANALYSIS  OF  PREVENTIVE  HEALTH 

SERVICES 

The  introduction  pointed  out  the  fundamental  premise  in  preventive 
medicine:  physicians  have  the  capacity  to  detect  any  of  a  variety  of 
potentially  ''health  threatening"  abnormalities  in  well  individuals  and 
then  can  initiate  treatment  that  will  ward  off  impending  disease, 
disability,  or  death.  This  section  will  attempt  to  shed  some  light  upon 
the  costs  and  benefits  of  this  premise. 

When  enacted  into  law  originally,  the  Congress  expected  benefit-: 
increased  employee  efficiency,  health,  and  morale  as  well  as  decreased 
disability  and  sick  leave.  Today  supporters  of  periodic  health  ex- 
aminations maintain  that  it  is  indispensable  to  good  health  care  while 
critics  of  the  annual  physical  examination  call  it  a  ritual  and  a  fiasco. 
The  answer  to  the  key  question — Is  a  periodic  health  examination 
associated  with  improved  health  status? — is  one  which  must  come 
from  research  by  the  medical  community.  The  real  question  that  the 
subcommittee  must  address  is  whether  there  is  validity  to  the  premise 
that  the  periodic  health  examination,  as  specified  by  the  Division 
of  Federal  Employees  Health,  yields  tangible  benefits  that  outweigh 
its  costs.  The  World  Health  Organization  has  developed  criteria  for 
the  validation  of  screening  procedures  that  should  be  applied  to  the 
periodic  health  examination.  As  summarized  the  important  points 
are  the  following: 

Screening  must  lead  to  an  improvement  in  end  results  among 
those  whom  early  diagnosis  is  achieved. 

The  therapy  for  the  condition  must  favorably  alter  its  natural 
history,  not  simply  by  advancing  the  point  in  time  at  which 
diagnosis  occurs,  but  by  improving  survival,  function,  or  both. 

Available  health  services  must  ensure  diagnostic  confirmation 
and  provide  long-term  care. 

Compliance  among  asymptomatic  patients  in  whom  an  early 
diagnosis  has  been  achieved  must  be  at  a  level  to  be  effective  in 
altering  the  natural  history  of  the  disease. 

The  long-term  beneficial  effects  must  outweigh  the  long-term 
detrimental  effects. 

The    effectiveness    of    potential    components    of    multiphasic 
screening  should  be  shown  individually  prior  to  their  combination. 
If  the  benefits  of  screening  accrue  to  the  community  at  large, 
the  community  benefit  must  withstand  scientific  scrutiny. 

The  cost-benefit  and  cost-effectiveness  characteristics  of  mass 
screening  and  long-term  therapy  must  be  known. 

The  burden  of  disability  for  the  condition  in  question  must 
warrant  action. 

The  cost,  sensitivity,  specificity,  and  acceptability  of  the  screen- 
ing test  must  be  known. 
The  criteria  set  forth  by  the  World  Health  Organization  are  both 
sensible  and  very  demanding.  There  are  very  real  problems  with  the 
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lie  health  examination  when  one  testa  it  in  the  context  of  \ 
is  Btill  admittedly  an  inadequate  Bet  of  data.  Therefore,  at  this  time 
the  opposing  point-  of  view  will  I  ated.  Considered  first  will  be 
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following  account  of  this 

DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFAB1 

To  achieve  the  de<ired  results  it  was  necessary  to  identify  any  increased  sick 
leave  and/or  di-  likely  to  occur  as  B  result  of  the  •  of  the  service 

To  indicate  what  benefits  would  be  lost  if  these  health  services  were  not  provided, 
the  following  information  was  solicited: 

— what  health  services  are  currently  being  requested  by  Federal  emplo\ 
— what  action  would  be  taken  by  a  Federal  employee  if  health  sen . 
not  being  provided. 
This  information  was  collected  by  asking  each  participating  health  unit  to 
distribute  a  questionnaire  to  all  employees  using  the  unit  during  the  weeks  of 
June  28  and  July  5. 

The  following  items  were  covered  in  the  questionnaire : 
— the  number  of  times  the  employee  used  the  health  unit  in  the  last  three 

months. 
— the  type  of  health  professional  providing  the  health  services. 
— the  type  of  medical  treatment  received  by  the  employee. 
— the  reason  for  using  the  health  unit. 
— the  extent  to  which  the  employee  would  seek  the  same  health  services 

elsewhere  if  the  services  were  not  provided  in  the  health  unit. 
— grade  (GS  level  or  Wage  Board  grade). 

— amount  of  time  needed  by  the  employee  to  go  to  his/her  usual  source  of 
care  from  place  of  employment. 

Categorization  of  services 

To  calculate  the  approximate  amount  of  time  saved  (through  unused  sick  leave 
and  reduced  disability),  the  health  services  were  categorized  as  follows: 

Category  1. — Health  services  which  the  employee  must  receive  whether  or  not 
they  are  provided  in  an  occupational  setting. 

Category  2. — Health  services  that  the  agency  requires  of  an  employee  as  a 
condition  of  employment. 

Category  3. — Health  services  which  are  not  mandated  by  either  the  agency  or 
the  employee. 

In  determining  how  a  specific  unit  of  service  should  be  classified,  the  following 
factors  were  taken  into  consideration: 

— the  frequency  an  employee  receives  a  particular  health  service. 

— the  type  of  health  service  provided. 

— employee  options  to  the  Federal  health  unit. 

— rationale  behind  the  health  services  encounter. 

The  frequency  of  receiving  a  specific  health  service  was  particularly  important 
in  classifying  shots  immunizations,  blood  pressure  (hypertension  monitoring), 
and  bed  rest.  Individuals  receiving  three  or  more  services  for  shots  immunizations 
or  blood  pressure  monitoring  (hypertension)  during  the  reporting  period 
months)  and  those  who  indicated  that  they  would  receive  their  health  services 
elsewhere  were  placed  in  category  one. 

Individuals  receiving  fewer  than  3  of  these  services,  regardless  of  their  intention 
to  receive  care  elsewhere,  were  placed  in  category  three.  Individuals  requesting 
bed  rest  were  included  in  category  1  only  if  they  indicated  that  it  was  required 
by  their  physician. 
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Any  health  service  identified  by  the  employee  as  a  medical  emergency  was 
classified  under  category  1.  If  an  emplojree  felt  that  the  health  care  was  an 
"emergency,"1  it  was  assumed  that  he/she  would  immediately  obtain  the  necessary 
care. 

Some  Federal  agencies  require  that  their  employees  receive  specific  services  as 
a  condition  for  maintaining  their  employment.  The  most  frequent  health  service 
of  this  type  is  the  physical  examination.  Hearing  and  eye  examinations  and 
immunizations  are  also  required  by  some  agencies  for  specific  jobs.  All  such 
services  reported  as  required  by  the  agency  were  classified  in  category  2. 

Category  3  contains  the  following  screening  program:  eye  examination 
(glaucoma),  diabetes,  pap  smears  and  breast  examinations.  Depending  on  the 
frequency  or  reason  given  for  receiving  specific  services,  certain  other  health 
services  are  also  classified  under  category  3. 

After  classifying  all  health  services  requested  into  one  of  three  categories,  it 
was  then  possible  to  approximate  the  "benefit"  to  the  Federal  Government  in 
providing  health  services  in  an  occupational  setting.  However,  because  of  the 
methodological  problems  (coupled  with  time  constraints)  involved  in  measuring 
benefits  that  accrue  over  time,  the  analysis  that  follows  deals  with  category  1 
services  only. 

In  order  to  estimate  the  benefits  to  the  Federal  Government,  the  amount  of 
unused  sick  leave  and  the  reduction  in  disabilities  were  used  as  measures.  It  is 
assumed  that  by  reducing  sick  leave,  time  on  the  job  is  increased.  The  employee's 
hourly  wage  is  being  used  as  a  measure  of  that  person's  contribution  to  the  efficient 
administration  of  Federal  programs,  even  though  such  an  approach  is  not  neces- 
sarily an  accurate  indicator  in  all  cases. 

For  all  health  services  classified  in  category  one,  the  study  assumes  that  the 
employee  would  seek  that  care  elsewhere  if  it  were  no  longer  provided  in  the 
health  unit  (excluding  bed  rest).  This  assumption  is  based  on  the  fact  that  the 
employee  has  taken  the  following  actions.  First,  employees  who  have  been  receiv- 
ing allergy  shots  or  hypertension  monitoring  have  had  to  have  their  private 
physician  request  that  service.  In  most  cases  this  has  required  at  least  one  visit  to 
their  private  physician  prior  to  requesting  the  services  being  provided  by  the 
health  unit.  In  addition,  these  employees  provided  evidence  that  they  had  sought 
this  care — this  classification  would  not  apply  unless  the  employee  had  received 
the  service  three  or  more  times  during  the  reporting  period  (last  3  months). 

While  some  Federal  employees  might  seek  care  during  nonworking  hours,  it  is 
unlikely  that  the  majority  of  the  employees  would  use  this  option.  Since  these 
services  are  requested  on  a  fairly  routine  basis,  the  assumption  is  that  the  em- 
ployee would  take  only  the  sick  leave  necessary  to  receive  the  health  care.  The 
dollar  value  of  the  amount  of  sick  leave  that  would  not  be  used  by  providing  these 
health  services  would  be  a  product  of  the  average  amount  of  travel  time  needed 
to  receive  health  care  from  their  usual  source  of  health  care  multiplied  by  the 
average  hourly  wage.2 

It  is  more  difficult  to  measure  the  potential  benefit  to  the  Federal  Government 
in  offering  to  its  employees  bed  rest  services.  As  was  explained  above,  only  those 
employees  who  requested  this  care  through  their  physician  were  included  in 
category  one.  If  it  were  not  available,  the  employee  may  continue  to  work  but 
presumably  at  a  less  than  normal  pace.  In  other  cases,  employees  would  not  come 
to  work  if  the  service  were  not  available,  which  would  result  in  a  work  loss.  To 
provide  some  rough  measure  of  this  element,  the  study  assumed  that  all  employees 
seeking  bed  rest  of  more  than  10  units  during  the  reporting  period  would  be  absent 
from  their  job  for  some  period  of  time.  After  reviewing  a  selected  number  of  the 
questionnaires,  it  appeared  that  employees  requesting  more  than  10  units  of  bed 
rest  are  employees  who  recently  either  had  an  operation  or  severe  heart  problem. 
These  employees  are  returning  to  work  on  the  condition  that  bed  rest  is  available. 

For  all  other  employees  seeking  bed  rest  in  category  1,  it  is  assumed  that  they 
are  at  work  for  the  full  40  hours  but  are  not  as  productive.  To  provide  an  indication 
of  productivity  loss,  it  is  also  assumed  that  if  this  service  were  not  available,  at 
least  1  hour  would  be  lost  per  request  for  bed  rest. 


1  Any  services  which  the  employee  classified  as  emergency  service.  In  some  cases,  these 
services  would  not  classified  by  a  health  professional  as  emergency  services.  We  are  con- 
cerned with  what  the  employee  perceives  to  be  the  case  and  what  that  employee  would  do 
if  this  service  were  not  provided. 

3  Information  collected  through  our  limited  survey  was  used  in  our  calculations.  Average 
hourly  wage  was  based  on  average  salary. 
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.  rvey  of  six  health  units 
me  indication  of  the  benefits  to  th  •  Government  in  providing  health 
servici  a  to  it-  employees  in  an  occupation;  :  a  Limited  survey  of  six  health 

units  was  undertaken.'  This  survey  w.\  I  to  obtain  answers  to  the  following 

■  i  >ns: 

— what  health  services  are  being  requested  by  Federal  employe* 
— whal  action  might  the  employee  take  if  these  Ben  Lei  b  were  no  Longer  avail- 
able? 
In  addition  to  measuring  the  benefits  lost  in  not  providing  specific  services,  it  is 

bo  have  data  on  the  amount  of  time  the  employee  would  need  to 

his  her  alternative  source  of  care,  and  a  measure  of  the  employee's  productivity, 

i.e..  the  employee's  grade  Level. 

The  -i\  unit-  served  Federal  employees  working  primarily  in  administrative 
or  management  positions.  While  certain  agencies  do  require  some  of  their  em- 
ployees to  have  some  examinations  annually,  none  of  the  unit-  selected  and 
or  managi  ment  positions.  Whileor  management  positions.  While  certain 
ployees  to  have  some  examinations  annually,  none  of  the  units  selected  and 
administering  the  questionnaire  served  employees  whose  occupation  makes  that  a 
condition  of  employment.  Table  2  shows  the  number  of  employees  who  utilized  the 
health  unit  during  the  week  of  June  28  or  July  .V  number  of  employees  having 
access,  annual  operating  cost,  and  per  employee1  operating  cost.  The  number  of 
employees  visiting  the  health  unit  is  an  adjusted  figure  taking  into  consideration 
July  4  weekend.  Approximately  30  percent  of  Federal  employee's  working  W< 
annual  Leave  during  this  period.  All  the  figures  in  this  column  were  adjusted  to 
take  into  consideration  this  abnormally  high  annual  Leave  rate.  The  Civil  Service 
Commission,  in  its  survey  of  all  Federally  operated  health  units  provided  the 
information  on  number  of  employees  having  access  to  the  health  units  and  their 
respective  annual  operating  costs. 

Table  :>  -hows  the  number  of  employees  seeking  specific  health  services,  total 
number  of  services  provided  by  reason  for  visit,  employee  utilization  rates,  and 
the  percentage  of  employees  ha\  Lng  access  to  health  units  by  type  of  health  services 
requested.  The  main  reasons  for  visiting  the  health  units  were  to  receive  immuni- 
zation shots,  blood  pressure  monitoring,  bed  rest,  or  for  medical  emergencies.  For 
both  immunization  shots  and  blood  pressure  monitoring  the  utilization  rate  i- 
above  the  average.  Eighty-two  percent  of  those  employees  seeking  immunization 
shots  and  66  percent  of  those  requesting  blood  pressure  examinations  are  receiving 
these  services  on  a  regular  b 

The  savings  to  the  Government  in  providing  these  services  per  employee  is  the 
product  of  travel  time  multiplied  by  the  employee  QOUrl}  wage  multiplied  by  the 
Utilization  rate  per  employee.  The1  total  potential  savings  for  providing  each 
service  Listed  is  a  product  of  sick  Leave  per  employee  multiplied  by  the  number  of 
employ,  es  using  specific  service  during  the  second  quarter.  Table  1  shows  potential 
savings  for  category  1  services.  The  potential  savings  ;i  >  expressed  in  reduced  sick 
leave  is  $91,435.« 


■In  administering  the  questionnaire,  st-iff  of  the  health  units  were  told  that   the  em- 
ployee's participation  was  voluntary  and  that   the  Information  would  he  handled  in 

>i  manner.  Our  response  rate  b  Imated  by  the  staff  of  the  six  health  units 

pating  ai  approximately  80  percent. 
1  Employees  using  the  health  units  either  tin-  week  of  June  28  <>r  July  6  constituted  our 
iranif.  Each  employee  was  asked  i<>  provide  information  on  their  health  utilization 
:  •!•  the  months  of  April.  May  and  June  -  our  sample  period. 
•The  survey  was  limited   to  health  units  >er\iie.'  administrative  and  clerical  staff.   No 
tegory  2  Bervlce.  The  ins-rs  in  productivity  iii  not  providing  category  - 
il   only  Increased  line  away  from  th"  job  but  also  the  cost  of  having  the  employes 
r.-.  eive  i  bese  ■  ervices  else\*  here. 
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Shots/immunizations,  blood  pressure  monitoring,  and  medical  emergencies  are 
the  services  offering  the  greatest  potential  for  reducing  the  need  to  use  sick  leave. 
The  availability  of  bedrest  facilities  during  the  day  does  afford  a  number  of 
employees  the  opportunity  to  return  to  work  earlier  than  might  be  possible  after 
a  serious  illness.  The  savings  in  reduced  sick  leave,  although  modest  compared  to 
the  other  services  in  this  category,  are  certainly  more  than  the  cost  of  providing 
this  service.6 

The  cost  of  operating  the  six  health  units  for  the  second  quarter  of  this  year 
was  approximately  $  104,000. 7  By  offering  the  services  listed  in  category  one, 
approximately  88  percent  of  the  cost  of  operating  the  units  might  be  offset  by  the 
savings  resulting  from  a  reduction  in  sick  leave  utilization. 

TABLE  1.— EMPLOYEES  UTILIZING  HEALTH  UNITS  DURING  DATA  COLLECTION  PERIOD,  TOTAL  NUMBER  OF  EM- 
PLOYEES HAVING  ACCESS  TO  HEALTH  UNITS,  ANNUAL  OPERATING  COST  AND  PER  EMPLOYEE  OPERATING 
COST 


Employees 

Annual 

Employees  v 

isiting 

having  access 

Annual 

per  employee 

Health  unit  i 

health 

unit2 

to  health  unit3 

operating  cost3 

operat 

i  rig  cost 

1 

247 

5,000 

$88,  548 

$17.71 

2 

120 

2,700 

60,  248 

22.31 

3 

129 

1,  400 

52,512 

37.51 

4 

215 

1,650 

41,824 

25.35 

5 

129 

2,015 

40,  032 

19.87 

6 

190 

3,766 

134,812 

35.80 

1,030 

16,  531 

417,976 

25.28 

i  Department  of  Interior,  18th  and  C  Sts.,  Washington,  D.C.;  Internal  Revenue  Service,  North  Atlantic  Region  Head- 
quarters; Federal  Energy  Administration,  12th  and  Pennsylvania  Ave.,  Washington,  D.C.;  National  Science  Foundation, 
18th  and  G  Sts.  NW.,  Washington,  D.C.;  General  Services  Administration,  7  and  D  Sts.  SW.,  Washington,  D.C.;  Internal 
Revenue  Service,  1100  Constitution  Ave.,  Washington,  D.C. 

2  The  weeks  of  June  28  and  July  5  showed  a  rate  of  annual  leave  substantially  above  normal  due  to  July  4.  Using  as  a 
measure  of  annual  leave  taken  through  the  Federal  Government,  the  hours  taken  by  Health  Services  Administration  em- 
ployees in  the  Parklawn  3ldg.— approximately  30  percent  were  on  annual  leave— the  utilization  rates  were  adjusted  to 
reflect  this  factor. 

s  Information  supplied  by  the  Civil  Service  Commission. 

TABLE  2.— NUMBER  OF  EMPLOYEES  USING  HEALTH  UNITS,  BY  REASON  FOR  ViSIT,  TOTAL  NUMBER  OF  ENCOUNTERS 
BY  REASON  FOR  VISIT,  UTILIZATION  RATE  BY  REASONS  FOR  VISIT,  AND  PERCENTAGE  OF  EMPLOYEES  HAVING 
ACCESS  USING  SERVICE  DURING  APRIL,  MAY,  AND  JUNE  1976 

[Using  health  units  by  reason  for  visit] 


Reason  for  visit 

Number 
of  employees 
seeking  specific 
health  services    by 

Number 

of  encounters                Utilization 

during  April           rate  for  April, 

May,  and  June          May,  and  June 

reason  for  visit    by  [eason  for  visit 

Percent,  employees 
access  to  setvices 

Complete  physical 

1  mmunization/shots 

Eye  test  (vision) 

178 

302 

89 

214 

2,205 

95 

59 

59 

64 

1,607 

75 

672 

72 

532 

564 

1.2 

7.3 

1.0 

1.0 

1.0 

1.0 

4.7 

1.25 

2.4 

1.1 

3.8 

4.0 

1.0 
1.8 
.5 

Eye  test  (glaucoma) 

Hearing. 

Pap  smear. __ 

Blood  pressure  (hypertension) 

Lab  X-ray 

Medical  treatment  (emergency) 

Diabetes  screening. 

Bed  rest. 

59 
59 
64 

342 
60 

280 
65 

145 

.3 
.3 
.4 

2.1 
.4 

1.7 
.3 
.8 

Other 

141 

.8 

Total 

1,784 

6,218 

3.5 

10.7 

6  For  those  employees  requesting  bed  rest  less  than  10  times  during  the  reporting  period, 
it  is  assumed  that  their  efficiency  would  decrease  but  that  they  would  stay  at  work  if  this 
service  were  not  available.  One  hour  per  request  is  being  used  as  a  measure  of  the  reduced 
efficiency.  For  those  employees  requesting  more  than  10  units  of  bed  rest,  it  is  assumed 
that  they  would  be  absent  from  work  for  some  period  of  time  if  tins  sen-vice  were  not 
available.  (Fourteen  employees  requested  bed  rest  for  an  average  of  24  times  per  employee.) 
Using  a  conservative  approach,  it  is  assumed  that  if  these  services  were  not  available, 
at  hast  1  week  of  sick  leave  would  be  taken  per  employee. 

7  Based  on  the  information  supplied  by  Civil  Service  Commission,  this  figure  includes 
all  salaries  and  operating  expense  for  the  six  health  units.  This  is  one  quarter  of  the  total 
annual  operating  cost  for  these  six  units  as  reported  by  their  agencies.  This  figure  repre- 
sents only  the  six  units  reviewed.  It  does  not  cover  the  agencies'  total  operating  cost  for 
all  their  health  units. 
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TABLE  3— CATEGORY  1— PERCENTAGE  OF  EMPLOYEES  HAVING  ACCESS  UTILIZING  CATEGORY  1  SERVICES. 
AVLRACE  UTILIZATION  RATE  FOR  2D  QUARTER  OF  1976.  AVERAGE  HOURLY  WAGf.  AVERAGE  ROUND- 
TRIP  IRAVtLTIME  TO  ALTERNATIVE  SOURCES  OF  CAR:.  2D  QUARTER  SICK  LEAVE  SAVINGS  PER  EM- 
PLOYEE AND  TOTAL  SICK  LEAVE  SAVING  FOR  SECOND  QUARTER 


Per- 
centage 

em- 
ployees 
having 

Number 
of 
em- 
ployees 

Sick 
leave 

S3V?d 

access 

utilizing 

Utili- 

per 

Total 

using 

the 

zation 

employee 

sick 

health 

health 

rate 

using 

leave 

units  by 

units  by 

for 

clinic 

saving 

reason 

reason 

2d  Averare 

Travel 

during 

for 

for 

for 

quarter 

houily 

time 

2d 

2d 

Reason  for  visit 

visit1 

visit 

1576 

wage 

(hour) 

quarter  - 

quarter » 

Shots  immunizaticns 

1.5 

252 
252 

8.5 
6.3 

$8.78 
8.20 

<2 
22 

$149.26 
103.  32 

*  $37,  613 

Blood  pressure 

1.5 

26,  037 

Bed  rest: 

(A)  Regular  utilizer. 

.8 

131 

3.8 

6.65 

25.27 

3  310 

(B)Highuth.                      

.04 

14 

24.0 

7.24 

173.75 

2,433 

Medical  treatment  (emergency) 

1.7 

280 

2.4 

8.20 

«4 

78.72 

22  042 

Total. 


91,435 


>  Total  number  of  employees  having  access  to  the  6  health  units— 16,531. 

:  (Average  wage  times  sick  leave  used  for  travel)  times  (utilization  per  quarter)  minus  sick  leave  saved  by  having  em- 
ployee using  health  units  per  quarter. 

» (Total  number  cf  employees  using  unit  in  quarter)  times  (sick  leave)  minus  saving  per  employee. 

«  Amount  of  leavetime  necessary  to  travel.  The  actual  traveltime  was  less  than  2  hr  but  for  recordkeeping  it  would  be 
recorded  as  2  hr. 

*  This  fgure  was  arrived  at  through  the  following  process:  average  hourly  wage  per  employee  ($8.78)  times  traveltime 
(2  hr)  minus  $17.56.  The  utility  rate  per  employee  receiving  this  care  (8.5)  times  the  amount  of  time  used  to  receive  this 
care  ($17.56)  minus  $149.26.  This  represents  the  savings  per  employee.  Total  benefits  for  providing  these  services  in  the 
6  health  units  is  the  benefits  per  1  employee  ($149.26)  times  the  number  of  employees  utilizing  the  services  (252)  minus 
total  tenefits  providing  these  services  ($37,613). 

•  Includes  traveltime  plus  time  necessary  to  receive  medical  care. 

The  conclusions  reached  by  the  Department  are  as  follow-: 

(1)  According  to  this  limited  study  of  selected  health  services 
delivered  in  six  health  units,  there  is  some  indication  of  a  benefit 
to  the  Federal  Government  in  providing  these  services, 

(2)  10.7  percent  of  the  employees  having  access  to  a  health 
unit  received  care  from  that  unit  during  either  April,  May,  or 
June  1976,  and 

(3)  Approximately  1,250  days  of  sick  leave  are  estimated  to 
have  been  saved  in  a  3-month  period.  This  represents  approxi- 
mately 88  percent  of  the  total  operating  cost  for  these  units 
during  that  period. 


GENERAL  ACCOUNTING  OFFICE 

At  this  time  the  findings  of  the  Genera]  Accounting  Office  in  their 
report,  "Inequalities  in  the  Preventive  Health  Services  Offered  to 
Federal  Employees"  will  be  considered.  It  is  important  to  note  that 
this  report  was  published  prior  to  the  study  by  the  Department  of 
Health,  Education,  and  Welfare.  According  to  GAO,  agency  officials 
believed  that  it  would  be  difficult  to  determine  whether  preventive 
health  programs  have  achieved  the  benefits  expected  by  the  Congress. 
Except  for  sick  leave  usage  and  number  of  disability  claims  awarded 
no  data  showing  changes  in  employee  well-being  and  performance 
available.  According  to  an  official  from  the  Civil  Service  Com- 
mission, stated  the  report,  data  on  Federal  employee  sick  leave  and 
disability  i^  insufficient  to  evaluate  benefits  of  the  program.  For 
example,  a  Federal  employee  averaged  7  days  of  sick  leave  during 
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1942;  for  1974,  the  average  was  still  about  7  days.  Disability  annuities 
on  the  other  hand  have  increased  in  recent  years.  In  1965,  new  annu- 
ities per  100,000  Federal  emp^ees  numbered  767;  in  1974  this  figure 
increased  to  1,112.  The  Commission  went  on  to  say  that  no  informa- 
tion about  differences  in  sick  leave  and  disability  rates  between  em- 
ployees who  had  and  had  not  received  preventive  services  was  avail- 
able. It  was  stated  that  such  information  could  not  be  obtained  with- 
out a  scientifically  controlled  study. 

Although  agencies  had  not  evaluated  program  benefits,  officials 
generally  believed  that  preventive  services  have  increased  produc- 
tivity and  decreased  disability  and  death  benefits  payments.  Also, 
they  believed  that  employees  are  the  program's  primary  beneficiaries, 
through  improved  health  and  free  medical  service.  However,  state- 
ments about  preventive  service  benefits  varied  from  agency  to  agency. 
The  Veterans'  Administration  personnel  policy  manual,  for  example, 
states  that 

.  .  .  while  the  program  benefits  employees,  its  greatest  advantages  accrue  to 
management  by  maintaining  its  personnel  at  their  productive  best. 

Although  the  Defense  Supply  Agency's  regulations  state  that  the 
employee  is  primarily  responsible  for  his  or  her  health,  headquarters 
officials  considered  preventive  services  essential  because  an  employee's 
physical  and  mental  well-being  is  important  to  the  Government.  The 
Postal  Service  personnel  handbook  also  states  that  an  employee's 
health  is  primarily  his  or  her  repsonsibility ;  however,  headquarters 
officials  believe  the  Service  could  benefit  from  physical  examinations 
of  top  executives. 

The  GAO  report  also  stated  that  treatment  of  disorders  recom- 
mended by  the  Division  of  Federal  Employees  Health  for  testing  can 
reduce  disease  and  death.  For  example,  DFEH  recommends  that 
female  emplo3~ees  be  tested  for  breast  and  uterine  cancer.  Cancer  of 
the  breast  kills  more  American  women  than  any  other  form  of  cancer. 
The  American  Cancer  Societ}7"  estimated  that  90,000  new  cases  would 
develop  and  33,000  deaths  from  this  disease  would  occur  in  1974.  With 
early  diagnosis  and  treatment  the  society  reports  an  85-  to  90-percent 
5-year  survival  rate.  Once  the  disease  has  spread  to  the  lymph  nodes 
the  5-year  survival  rate  drops  to  40  to  45  percent. 

There  is  no  overall  data  available  on  the  number  of  women  within 
the  Federal  work  force  who  have  breast  cancer,  however,  the  society 
has  estimated  that  6  percent  of  American  women  will  develop  breast 
cancer  during  their  lives.  At  this  rate  about  50,000  women  in  the 
Federal  work  force  have  or  will  develop  breast  cancer.  Again  using 
data  from  the  American  Cancer  Society,  the  General  Accounting 
Office  has  estimated  that  about  30,000  women  in  the  Federal  work 
force  have  or  will  develop  uterine  cancer.  As  of  April  30,  1974,  829,784 
women  were  employed  by  Federal  agencies,  about  30  percent  of  the 
work  force.  Of  the  27  locations  included  in  the  GAO  review,  six  that 
conducted  screening  programs  did  not  test  for  breast  or  uterine  cancer. 

To  further  illustrate  the  point  that  has  just  been  made,  DFEH 
also  recommends  testing  for  diabetes  among  Federal  employees. 

The  American  Diabetes  Association  reported  in  1974  that  diabetes 
ranked  as  the  fifth  most  common  cause  of  death  by  disease  in  the 
United  States.  The  association  reported  that  untreated  diabetes  is 
the  leading  cause  of  blindness  and  a  common  factor  in  kidney  failure, 
heart  disease,  stroke,  gangrene,  and  other  tragic  disorders  related  to 


illation.  In  L972,  diabel  >s  was  t be  prini 

rding  to  w\\   easy 

to  detect  and  can  be  control]  ough.  Using  L96' 

tes  rates  published    by  the    Public    Health  Service   [the  most 

.  ita  available),  bout   34  deral 

employees  have  diabetes  and  do  not  know  it.  Of  the  27  l<  that 

conducted  51 

In  summary  th  \  1  deluded  that  pre 

health  services  have  disorders.  The,   visited  27 

ls  providii  LO  of  which  !  by   D] 

health  units.  The  following  table  shov.  ening 

conducted  during  fiscal  year  be  most  recent  data  avail) 

at  the  in  locatioi  I  by  DFEH  b  units  and  at  7  In:. 

i  ios  An  \  «  by  a  prival  actor. 


Disorder 


DFEHIocat 

ions 

Internal  Revenue  Service 
locations 

Tests 
performed 

Disorders 
detected 

Tests 
performed 

Disorders 
detected 

495  ... 
2,430 

681 
1,563 

"""94" 
9 

571 

247 
382 
327 
369 

84 
61 
28 
68 

Cancer.... 
Diabetes.. 
Glaucoma. 
Vision 


KAISER-PERMANENTE   STUDY 

Our  focus  will  again  turn  to  the  Kaiser-Permanente  study  described 

in  detail  elsewhere  in  this  report.  At  this  point  the  benefits  of  Kai 

■term   periodic  health  examinations  will   be  considered.    Results 

of  mailed  questionnai  eys  on  health  status,  conducted  biennially 

bowed  the  emergence  of  a  statistically  significant  (p  less 

than  .05)  reduction  in  disability  among  the  study  group  men  ages  45 

:   'at  entry  to  th  I  in  comparison  with  their  control  group 

counterpart-.  Also  among  these  middle  aged  men  hospital  utilization 

somewhat  lower  in  the  study  group  during  the  years  L968  71. 
Among  the  women  and  tl  :  >r  men,  on  the  other  hand,  consistent 

and  sizable  differences  of  a  similar  nature  were  not  seen.  Compai 
of  mortality  in  the  first  7  years  revealed  that,  in  the  study  group  as  a 
whole,  the  overall  death  rate  was  slightly  lower  than  that  observed  for 

ontro]  group.  For  a  group  of  disease  events  hypothesized  (before 
the  results  were  known)  io  be  potentially  postponable  or  preventable 
by  annual  health  checkups,  the  mortality  rate  was  significantly  lower 
(p  less  than  .05)  in  the  study  group.  Mortality  differences  among  the 
men  ages  45-54  at  entry  contributed  much  to  the  overall  study-control 

:>  mortality  difference. 
Since  the  apparent  benefits  of  the  greater  exposure  to  periodic 
health  checkups  seemed  to  be  concentrated  in  the  group  of  men 
45  54  at  entry  into  the  study  in  1964,  the  health-related  expei  -■ 
this  group  were  examined.  The  time  period  covered  included  the  years 
71.   Medical   care  utilization  was  measured  in  the  study  ami 
control  groups.  Disability  rates  were  measured  in  subjects  who  re- 

ed  in  the  plan  and  responded  to  mailed  questionnaires.  A 

.  the  proportion  of  survivors  with  partial  disability  in  the  study 
group  was  0.12]  while  the  proportion  for  the  control  group  was  0.164. 
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In  the  final  analysis  Kaiser  found  that  a  program  of  urging  middle- 
aged  men  to  take  annual  multiphasic  health  checkups  has  suggested  a 
net  savings  of  more  that  $800  per  man  over  a  7-year  period  among 
men  urged  to  take  the  checkups  as  compared  to  men  not  so  urged. 
This  difference  principally  reflects  the  lower  disability  and  mortality 
rates  observed  for  the  men  who  were  urged  to  receive  the  checkups. 
However,  Raiser  also  noted  that  similar  differences  have  not  been 
demonstrated  for  women  or  younger  men. 

The  Permanente  Medical  Group  doctors  do  over  half  a  million  of 
the  checkups  described  earlier.  Through  this  research  the}^  have  set 
the  following  guidelines  for  receiving  a  periodic  checkup  given  that 
the  person  is  healthy  from  the  standpoint  of  daily  habits,  physical 
activity,  and  endurance. 

(1)  For  a  school  age  child  repeat  checkup  examinations  at 
intervals  of  3  years  or  more  are  entirely  adequate. 

(2)  For  robust  young  adults  in  their  twenties  periodic  health 
checkups  can  wait  an  interval  of  3  years  or  more. 

(3)  For  healthy  young  adults  in  their  thirties  periodic  checl 
at  about  2-  to  3-year  intervals  are  recommended. 

(4)  For  person s  in  their  forties  an  examination  about  every 
18  months  to  2  years  is  recommended. 

(5)  If  you  are  in  your  fifties,  sixties,  or  older,  your  doctor  can 
tell  you  how  often  to  return.  If  everything  was  normal  the  last 
time  and  you  feel  healthy  and  full  of  zest,  an  annual  checkup  is 
recommended. 

An  exception  to  the  above  advice  is  for  women  in  the  childbearing 
age  or  older.  Sexually  active  women  should  have  an  initial  series 
of  pelvic  examinations  and  necessary  tests  about  annual!}'  until  your 
doctor  assures  you  that  you  can  go  longer  between  examinations. 

The  first  part  of  this  section  has  examined  some  of  the  benefits 
reported  by  supporters  of  periodic  physical  examinations;  the  a 
held  by  those  who  doubt  the  value  of  this  service  will  be  examined  at 
this  time. 

Positions  Opposing  Periodic  Examinations 

Dr.  W.  Keith  C.  Morgan 

One  of  the  strongest  voices  hi  opposition  to  the  annual  physical 
examination  belongs  to  Dr.  W.  Keith  C.  Morgan,  professor  of  medicine, 
Division  of  Pulmonary  Diseases,  Department  of  Medicine,  West 
Virginia  Universit}'.  In  testimony  presented  to  this  subcommittee 
Dr.  Morgan  has  stated  that  the  traditional  belief  that  progress  in 
medical  science  has  been  responsible  for  the  improve  life 

expectancy  and  the  standard  of  health  in  the  U.S.  public  over  the 
past  100  years  is  an  oversimplification.  The  acceptance  of  this  tradi- 
tional, view  has  produced  a  situation  in  which  direct  expeditures  on 
health  are  channeled  into  physician-related  areas — namely,  medical 
care,  laboratory  tests,  and  drugs. 

He  went  on  to  say  that  the  general  public  and  man}'  legislative 
bodies  believe  that  additional  funneling  of  financial  resources  into 
these  same  areas  will  further  improve  the  health  of  the  average 
American  when,  in  fact,  there  is  little  evidence  to  support  this  view- 
point. In  reality,  he  said,  there  is  little  doubt  that  a  far  greater  im- 
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provement  in  the  health  o!  the  average  American  could  be  obtained 
igh  a  modification  of  behavioral  pattern-  namely,  by  improving 
the  environment  and  by  reducing  self-imposed  risks  such  as  cigarette 
smoking,  traffic  accidents,  and  excessive  alcohol  consumption.  The 
average  physicia  i  can  do  a  thousand  times  more  for  the  health  of  his 
patients  by  persuading  them  to  stop  smoking,  to  lose  weight,  and  to 
take  a  mo  terate  amount  ^i  exercise  than  he  can  by  performing  routine 
annual  physicals.  "It  will  doubtless  be  said  that  my  views  [Dr. 
Morgan's]  are  in  error,  that  many  well-informed  and  sincere  physicians 
endorse  the  annual  physical,  and  that  1  am  a  nihilist.  Most  of  such 
statements  will  come  from  those  who  have  a  vested  interest  in  the 
ritual  of  the  annual  physical.  With  all  duo  deference,  I  would  Suggest 
that  the  time  has  come  for  Congress  to  look  into  where  and  how  it 
decides  to  spend  the  health  dollar."  In  1973,  the  United  States  spent 
a  greater  percentage  (7.3  percent)  of  its  gross  national  product  on 
health  than  did  any  other  country. 

Since  the  United  States  gross  national  product  is  the  largest  in  the 
world,  the  enormity  of  the  financial  outlay  becomes  apparent.  Vet, 
in  regard  to  life  expectancy  and  infant  mortality,  the  United  States 
lags  behind  many  European  countries,  New  Zealand,  and  Canada. 
For  example  in  the  United  States,  $1  billion  a  year  is  spent  on  respira- 
tory therapy,  a  mode  of  therapy  that  has  been  shown  not  only  to  'he 
useless,  but  indeed  often  harmful. 

In  conclusion  Dr.  Morgan  stated  ".  .  .  you  might  well  ask  me  why 
so  many  physicians  endorse  the  annual  physical.  The  answer,  I  am 
afraid,  is  that  many  of  my  colleagues  suffer  from  an  all-pervasive 
enthusiasm  that  sometime  overwhelms  their  scientific  objectivity." 

Dr.  I ii chard  Spark 

The  position  opposing  regular  physicals  is  furthered  by  Dr.  Richard 
Spark.  Writing  in  the  New  York  Times  Magazine,  Dr.  Spark  points 
out  that  there  is  no  consistent  agreement  concerning  the  component 
parts  that  are  essential  for  an  effective  health  screen.  The  general 
concept  is  that  the  more  tests  one  does,  the  more  certain  one  can  be 
that  the  patient  will  remain  healthy.  Despite  the  very  best  intentions 
and  extensive  examination  provided  by  Kaiser  to  its  members,  the 
periodic  health  exam  is  best  with  problems  according  to  this  analysis. 
The  reasons  are  complex.  Some  of  the  elements  of  the  health  screen 
are  just  not  sensitive  enough  to  detect  disease  processes  early  enough  to 
allow  for  effective  treatment  of  a  patient  who  does  not  yet  have  the 
actual  symptoms  of  that  disease. 

For  example,  in  an  effort  to  detect  lung  cancer  the  Medical  College  of 
Pennsylvania  screened  6,138  males  over  the  age  of  45  with  chest  X- 
raya  every  6  months  for  10  years.  Initially  none  of  the  men  had  any 
symptoms  of  lung  cancer.  Over  the  course  of  the  program,  lung  cancer 
was  discovered  in  121  of  them.  These  men  were  given  immediate  and 
sustained  treatment  but  only  8  percent  survived  5  years.  This  figure  is 
identical  to  the  survival  rate  observed  when  cancer  of  the  lung  is 
detected  in  people  who  do  have  symptoms  of  that  disease.  The  con- 
clusion must  be  that  even  when  performed  as  frequently  as  every  6 
months  the  client  X-ray  is  inadequate  as  a  device  for  detecting  lung 
cancer  early  enough  to  facilitate  effective  treatment.  Sometimes  the 
problem  is  not  with  the  test  but  with  the  patient's  inability  to  alter  a 
deeply  rooted  behavior  pattern  to  his  own  benefit. 
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The  health  screen  may  detect  an  abnormality  before  symptoms 
appear,  and  the  doctor  may  know  that  correcting  the  abnormality 
will  improve  the  development  of  disease  and  disability,  but  the  patient 
will  not  or  cannot  comply  with  the  physician's  recommendations.  For 
instance,  a  high  content  of  cholesterol  in  the  blood  which  is  readily 
detected  is  believed  to  increase  the  risk  of  coronary  heart  disease,  and 
a  proper  diet  can  reduce  the  cholesterol  count. 

However,  on  an  outpatient  basis  such  a  diet  is  not  so  readily  accept- 
able. Dr.  Spark  also  points  to  the  work  of  Dr.  E.  G.  Knox  of  the  Health 
Services  Research  Center  in  Birmingham,  England,  who  concludes 
that  the  multiphasic  health  screen  appears  to  have  succeeded  in 
achieving  the  unfortunate  double-barreled  combination  of  low  effi- 
ciency at  high  cost.  Dr.  Rnox  reluctantly  agrees  with  the  statement  of 
the  National  Health  and  Medical  Research  Council  of  Australia  that 
1 'multiphasic  health  screening  procedures  appear  to  be  of  little  value 
in  medical  practice  at  present,  particularly  in  respect  to  individuals 
who  are  apparently  well."  This  sentiment  appears  to  be  shared  by  the 
rest  of  the  world  for  aside  from  a  few  isolated  experimental  projects, 
the  multiphasic  health  screen  has  been  a  uniquely  American 
phenomenon. 

Dr.  Spark  concludes  that  there  may  be  some  value  in  encouraging 
people  to  have  a  single  limited  phsical  examination  as  a  means  of 
establishing  contact  with  a  physician.  After  that,  further  repetitive 
annual  exams  of  healthy  individuals  seem  to  be  profitable  only  for  the 
physician.  Perhaps  future  developments  will  allow  us  to  be  more 
optimistic.  For  the  present,  it  must  be  concluded  that  the  annual 
physical  examination  has  proved  to  be  little  more  than  an  elaborate 
and  expensive  ritual  that  has  not  fulfilled  its  promise. 

SUMMARY 

It  would  be  a  disservice  to  Federal  employees  everywhere  for  this 
subcommittee  to  engage  in  evangelical  advocacy  of  any  of  the  possible 
policy  alternatives  about  the  periodic  health  examination.  We  have 
attempted  instead  to  focus  on  the  only  certainty  about  the  whole 
subject:  there  are  compelling  reasons — our  economic  and  physical 
well  being — to  inquire  into  these  matters  with  the  highest  attainable 
professional  standards.  The  studies  and  opinions  cited  here  represent 
our  present  knowledge  pertaining  to  an  unexplored  frontier;  by  the 
same  token,  they  also  show  how  lengthy  and  arduous  a  road  remains 
to  be  covered. 


FINDINGS  AND  CON<  LUSIONS 

purpose  of  this  report  as  stated  in  the  introduction  was  to  pro- 
vide a  comprehensive  review  of  the  program  offering  preventive  health 
services  to  Federal  employees  as  authorized  under  Public  Law  79 
At  this  time  the  subcommittee's  conclusions  will  be  presented. 

Although  the  agencies  involved  generally  stated  that  they  beli< 
preventive  services  benefit  the  Government,  their  management  of 
preventive  health  programs  generally  does  not  support  this  belief. 
Agency  heads  have  not  emphasized  their  preventive  health  programs, 
and  management  at  all  Levels  is  weak.  Tnis  is  because  agency  heads 
usually  delegate  to  local  officials  the  authority  to  develop  and  operate 
health  programs.  Most  agency  headquarters  keep  no  records  of  the 
status  of  preventive  health  programs  at  held  location-.  Consequently, 
inequalities  exist  in  the  ive  health  services  both  within  and 

among  agencies.  The  fact  that  inequalities  exist  —providing  nonjob 
related  preventive  health  services  to  some  Federal  employees  but  not 
to  others  of  equal  age  and  grade  —is  undisputed  and  even  defended  in 
testimony  before  thi<  subcommittee  by  the  Office  of  Management  and 
Budget  and  by  the  Civil  Service  Commission.  Depending  on  an  em- 
ployee's work  location,  ho  or  she  could  receive  either  a  complete  physi- 
cal, a  limited  number  of  screening  tests,  or  no  preventive  >ervi< 
all.  The  subcommittee  strongly  believes  that  equal  treatment  of 
Federal  employees  of  equal  grade  and  age  should  be  a  prime  concern  of 
the  Federal  Government. 

i  employee  health  program  was  intended  to  improve  the  efficiency 
of  the  Federal  work  force  by  reducing  employee  absence  and  disability. 
Although  the  program  has  identified  employee^  with  health  problems, 
it  i<  also  true  that  the  General  Accounting  Office  has  estimated  that 
about  50.000  women  in  the  Federal  work  force  have  or  will  develop 
breast   cancer  and  that  over  20  percent  of  the  locations  selected  for 
study  did  not  test  for  this  disorder.  The  Civil  Service  Commission  is 
foster  consistency  through  the  activities  of  its  regional  health 
dists  and  by  developing  an  information  and   analysis  system, 
the  new  system  does  not  provide  information  on  the  utiliza- 
hl  results  of  the  preventive  health  programs  when  this 
nation  i-  sorely  needed.  Finally  the  Division  of  Federal  Employ- 
Health  has  also  tried  to  foster  consistency  by  setting*  program 
standard-  and  researching  better  ways  to  operate  preventive  health 
fain,  however,  there  can  be  little  hope  of  any  consistency 
ocy  i>  free  to  accept  or  reject  the  recommendations  of 
il. 
Because  it  issued  circular  A-72  implementing  Public  Law  79-658 

later — the  Office  of  Management  and  Budget  i-^  responsi- 

>r  Lnsurii  ies  consistently  and  uniformly  apply  the 

circular.  Even  though  the  Civil  Service  Commission  and  the  Division 
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of  Federal  Employees  Health  were  assigned  responsibilities  by  the 
circular,  the  Office  of  Management  and  Budget  is  not  relieved  of  its 
oversight  role — a  role  it  has  failed  to  carry  out. 

Finally,  it  must  be  concluded  that  at  the  present  time  there  is  no 
conclusive  evidence  supporting  the  notion  that  an  annual  physical 
examination  is  desirable  from  a  cost  /benefit  point  of  view  for  emplo}^ees 
of  all  age  groups.  The  evidence  does  tend  to  support  the  desirability 
of  an  annual  plrysical  for  all  over  the  age  of  40  but  even  the  results  and 
effectiveness  of  early  disease  detection  in  this  group  is  highly  disputed 


RECOMMENDATIONS 

In  the  face  of  such  divergence  of  professional  medical  opinion  at  all 
levels,  us  well  as  in  many  countries,  concerning  the  effectiveness  and  <»r 
noneffectiveness  of  preventive  health  screening  programs,  and  r 

nizing  the  limited  but  strong  evidence  which  exists  sustaining  view- 
points of  both  side-,  the  subcommittee  cannot  and  will  not  profess 
one  view  over  the  other,  hut  nevertheless  makes  the  following  recom- 
mendations in  light  of  all  the  evidence  received  and  researched. 

First.  The  subcommittee  recommends  that  the  provisions  of  Public 
Law  7!)  658  I  <•  strictly  adhered  to  and  administered  over  the  next  7 
years  through  1983,  at  which  time  the  complete  program  is  to  be 
reexamined  in  light  of  all  statistical  evidence  given  to  and  gathered 
by  the  appropriate  committee  or  committees,  by  all  agencii 

(a)  To  carry  out  the  above  recommendation,  the  Office  of 
Management  and  Budget  must  be  responsible  for  insuring  that 
the  agencies  consistently  ami  uniformly  apply  its  circular  A  72, 
issued  in  1965; 

(6)  The  Civil  Service  Commission  must,  in  addition  to  analytic 
data  required  in  its  present  form,  direct  all  agencies  establishing 
or  having  in  existence  a  preventive  health  program,  that  the  total 
cost  and  utilization  figures  must  be  given  annually  and  thai  these 
should  be  directed  to  the  appropriate  committees,  as  directed  by 
Public  Law  79-658,  and  that  the  funds  utilized  for  such  services 
should  be  a  line  item  in  their  annual  budget  requests;  and 

(c)  The  Civil  Service  Commission  and  the  Office  of  Manage- 
ment and  Budget  should  revise  their  regulations  for  the  imple- 
mentation of  Public  Law  79-658,  whereby  all  agencies  having  or 
desiring  to  implement  a  preventive  health  program  must 
quired   to  consult  the  Division  of  Federal  Employee  Health — 
DFEH — in  writing  outlining  their  proposal  and  moneys  available, 
and    the    recommendation    then    offered    by    DFEH    should    be 
followed  as  closely  as  possible,  unless  justification  can  be  estab- 
lished  for   not   doing   so,    and   whenever  moneys  are  drastically 
reduced  or  increased  for  such  programs,  DFEH  should  be  con- 
sulted again  for  advice  based  on  the  new  budget. 
Second.  To  foster  consistency,  it  is  recommended  that  all  agencies 
direct   their  departments  that   if  it  establishes  or  lias  a  preventive 
health    program  it    must  offer  its  services  at  least    uniformly  and   on 
a  priority  basis   to:  (a)  those  involved  in  hazardous  or  severe  stress 
situation,  and   (b)   age  40,  45,  50,  or  older.   The  subcommittee  finds 
inherent  discrimination  in  only  using  a  general  schedule  or  wage  grade 
level  as  a  basis  of  priority. 

r\  nird.  It  is  recommended  that  the  Department  of  Health,  Educa- 
tion, and  Welfare — HEW — immediately  .^i  forth  on  the  task  of 
establishing  a  basic  minimum  of  effective  screening  test  which  must 
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be  offered  if  an  agency  is  to  go  beyond  educational  programs  to  any 
screening  test — that  is,  blood  pressure,  diabetes,  blood,  urine,  eye 
and  ear,  et  cetera. 

Fourth.  The  subcommittee  finds  undisputable  the  fact  that  an 
individual's  daily  habits  of  eating,  drinking,  exercising,  and  sleeping 
are  as  important  in  preventive  health  care,  if  not  more  so,  than  pre- 
ventive screening  tests;  therefore,  HEW  and  the  Civil  Service  Com- 
mission should  work  toward  the  establishment  of  an  educational 
program  to  be  constant!}'  updated  and  given  or  made  available  to  all 
employees  of  all  agencies  on  a  regular  basis. 
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